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Worthy REATMASTER 


of its wide acceptance | i} 


GRENZ RAY THERAPY UNITS 


by UNIVERSAL 


Manufacturers of fine 
equipment for over 30 years 


Universal skin therapy X-Ray and Grenz 
Ray units are available in a variety of models 
to suit most any type of office layout. 

Any model you choose has the same high 
standards of craftsmanship and unique 
advantages that has made the Universal 
skin therapy line so outstanding 

among the many leading dermatologists, 
hospitals and clinics throughout the world. 


UNIVERSAL X-RAY PRODS. INC. 
1140 N. Western Ave. ® Chicago 22, Ill. © U.S.A. 


@ High output—desirable quality of radiation 

@ Simple and convenient handling 

@ Safety in everything from lead shielding to 
electrical and mechanical construction 

@ Priced within the reach of even the doctor 
just starting practice 


Please mail more detailed prices and information on: 
(0 X-Ray Therapy (0 Grenz Ray Therapy 
You owe it to yourself to investigate Doctor 


SEND NOW FOR FREE TECHNICAL DATA a 


Address 


City 


a A wide variety of models in either X-Ray or Grenz Ray. .” IG es 2 
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NEURODERMATITIS CONTROLLED 
J. M DPWITE STEROTRIL 
rtment store sales clerk, neurodermatiti 
controlled with corticoids alone; itching of 3 months* 
Thursday night and Saturday rush hours; 
om ig » 2 tablets q.i.d.; al] lesions disappeared at end of first 

ek; continued on 1 tablet q.i.d. for maintenance. s 


NEURODERMATITIS AND ALL ANXPETY “AGGRAVATED 


DERMATOLOGIC ALLERGIES T R T RI l 


RESPOND VERY WELL TO 


‘ STEROTRIL* Tablets, 2.5 mg. METICORTEN® (prednisone) and 2 mg. TRILAFON* (perphenazine) ; bottles of 30 and 100. 


SCHERING CORPORATION ° BLOOMFIELD, NEW JERSEY . 


$T-3-398 
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Instructions to Contributors 


Articles, book reviews, and other materials for publication should be addressed to the Chief 
Editor. Articles are accepted for publication on condition that they are contributed solely to this 
journal, 


An original typescript of an article, with one carbon copy, should be provided; it must be 
double or triple spaced on one side of a standard size page, with at least a l-inch margin at 
each edge. Another carbon copy should be retained by the author. 


The main title of an article may not contain more than eighty characters and spaces; a 
subtitle may be of any length. 


The author’s name should be accompanied by the highest earned academic or medical 
degree which he holds. If academic connections are given for one author of an article, such 
connections must be given for all other authors of the article who have such connections. 


If it is necessary to publish a recognizable photograph of a person, the author should 
notify the publisher that permission to publish has been obtained from the subject himself 
if an adult, or from the parents or guardian if a child. An illustration that has been published 
in another publication should be accompanied by a statement that permission for reproduction 
has been obtained from the author and the original publisher. 


Oversized original illustrations should be photographed and a print on glossy paper sub- 
mitted. Prints of a bluish tinge should be avoided. Large photomicrograph prints will be re- 
duced in scale unless portions to be cropped are indicated by the author. The author should 
submit duplicate prints of roentgenograms and photomicrographs with the essential parts that 
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name of publisher, and year of publication. 
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the physiologic approach 
in 
“housewife’s eczema”... 


POLY iY YD RATE: 


Dryness of the skin from fluid loss is the vital factor in housewife’s 
eczema. Many preparations used for treatment of such cases further 
irritate the skin. Barrier creams produce a water-tight “seal” that im- 
pedes fluid exchange, with resultant maceration or excessive dryness. 
POLYSORB HYDRATE is a water-in-oil emulsion, analogous to the 
modern concept of normal skin. Its water fraction is readily released, 
ensuring prompt relief of the characteristic skin dryness. And the oil 
phase prevents further moisture loss through the fissured skin. Optimal 
water balance, once reached, is maintained by the hydrophilic prop- 
erties of POLYSORB HYDRATE. 

POLYSORB HYDRATE is bland, nonsensitizing and nonirritating. 
It is not a barrier or steroid preparation. 


Available in 50-gram tubes. POLYSORB HYDRATE is a water- 
hydrated, specially processed, balanced emulsion system 
consisting of sorbitan sesquioleate and wax petrolatum. 


E, FOUGERA & COMPANY, INC. 


75 Varick Street, New York 13, N.Y. 
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NEW HIGHLIGHTS IN ALLERGY 


by Bean, Bluefarb, Wansker and Welsh 


VASCULAR SPIDERS AND RELATED LESIONS OF THE SKIN by William 
B. Bean, Univ. Hosp., lowa City, Iowa. Expert and fascinating knowledge bubbles 
from this 20-year clinical study. For the first time a panoramic, encyclopedic view 
of vascular spiders is provided. A classic of the first order. Based on notes and 
records from over 1,000 persons with vascular spiders, from observations of several 
thousand patients and over 2,000 normal persons. From this treasure chest exclusive 
clinical information and many overlooked items will be thankfully drawn out in 
daily practice by dermatologists, pediatricians, surgeons, ophthalmologists, et al. 
Loaded with pictures. Pub. Sept. ’58, 388 pp. 142 il., 2 color plates, $8.50 


KAPOSI’S SARCOMA: Multiple Idiopathic Hemorrhagic Sarcoma by Samuel 
M. Bluefarb, Northwestern Univ. Med. School. Dr. Bluefarb is the first author to 
compile into one book all the known facts on this diverse and bizarre clinical 
entity. The wide experience of the author is exhibited in his handling of the subject 
matter and by his delving into all aspects of the disease. The significant references 
are included. “This excellent volume promises to be a valuable contribution toward 
making knowledge of this baffling disease readily available, and it should become a 
standard reference work.”—Geriatrics. Pub, °57, 192 pp.. 68 il., (Amer. Lec. Derma- 
tology), $5.50 


CUTANEOUS MANIFESTATIONS OF THE MALIGNANT LYMPHOMAS by 
Samuel M. Bluefarb. “The contents far exceed the promise of the title.” for the 
author's 15-years of thorough study and keen effort contribute a treasure-ship to new 
knowledge. Comprehensive materials are evaluated with care, documented me- 
ticulously. Cutaneous manifestations associated with diseases of the reticuloendothelial 
system often permit diagnosis before other features or changes become apparent. 
Broadens vision of the skin as a structure for study and as a site for research into 
the cause of these diseases. To be published January 1959 


X-RAY AND RADIUM IN DERMATOLOGY by Bernard A. Wansker, Duke 
Hosp. Presents in short succinct fashion material concerning the use of ionizing radi- 
ations as they pertain to their application to the skin. At present there is nothing 
like it on the market. Material was gathered from widely scattered, up-to-date 
sources and blended into a readily assimilated form. The physics of radiation is 
presented without the use of complicated calculus and formulae. Filtered x-ray 
technique and low voltage therapy are discussed. The use of radium and radioiso- 
topes is presented. In short, Dr. Wansker organizes the rather scattered scope of 
roentgenology as it applies to treatment of skin disorders in a short, concise, up-to- 
date fashion. (Amer. Lec. Dermatology). To be published January 1959 


THE DERMATOLOGIST’S HANDBOOK by Ashton L. Welsh, Univ. Cincinnati. 
Diverse subject matter presented and arranged in a manner which will afford better 
understanding of, and a desk-top reference to, essentially all agents about which a 
modern dermatologist must be informed. “This volume will act as an excellent and 
rapid source of background information for the practicing dermatologist in his at- 
tempt to learn more concerning the myriad external and internal allergens that con- 
front him daily.”—Northwest Medicine. Pub. °57, 440 pp. (8% x 11), (Amer. Lec. 
Dermatology). $15.00 


CHARLES C THOMAS ¢ PUBLISHER ¢ 301-327 East Lawrence Avenue ¢e SPRINGFIELD ¢ ILLINOIS 
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ANTI-INFLAMMAT 


Supplied: 1'mg. scored tablets 
2 mg. scored tablets (pink), bottles 


ORY AND ANTI-ALLERGIC CORTICOSTEROID | 
SODIUM OR WATER RETENTION 
of 30, 100 and 500; 4 mg. (white), bottles of 30, 
ERLE HES, A Division of AMERI CAN C) TAN. > COMPA!) Ny 


THE COMMON DENOMINATOR OF TOPICAL PRESCRIPTIONS 


“Even wherea 
specific drug 
action is required, 
success of the 
treatment still may 


depend largely 
upon the 

proper choice of 
a vehicle.” 


Carney, R. G.: The pharmacofogy of dermatological therapy, 
South Dakota J. Med. & Pharm. 9:377, 1956, 
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Devoid of all known irritants and sensitizing agents, including lanolin derivatives 
and perfumes 


Miscible with oil- and water-soluble drugs, liquids and solids 


Compatible with all commonly used topical agents —salicylic (up to 10%) and 
benzoic (up to 12%) acids, tannic and undecylenic acids, calamine, sulfur, zinc 
oxide, resorcinol, ichthyol, and antibiotics and antihistamines 


Versatile — used alone as a skin lubricant or with topical medication for eczema, 
seborrheic dermatitis, pruritic dermatoses, and other common skin disorders 


in 
therapy 
of 
dermatoses 


Dermabase 


emulsion Ointment 


multi-purpose base o/w 
hypoallergenic 
ointment base 


greaseless, white, smooth-textured / water-washable, nonstaining 


Stabilized emulsion at normal skin pH maintains acid mantle of skin and close 
contact of medicament. 


In 1-lb. and 5-lb. jars 


|s) Podeg, PHARMACEUTICAL DIVISION 350 Madison Avenue, New York 17 


*Trademark 


; 
Die 


The value of the instrument has been proven by its application for treatment of various skin disorders, 
such as camouflaging of vasacular nevi, undesirable stains, color matching of skin grafts with insoluable 
pigments, prutitus ani injections and infiltrations of skin with drugs and hormones.* 


*Ref.: Aaron, J. N. et al. “Vibra-Puncture 
Technique in the Treatment of Localized 


CONWAY DERMAJECTOR, MODEL B Neurodermatitis,” Arch. of Dermat. May, 1958 


ELECTRIC MACHINE FOR INTRADERMAL INJECTIONS 
U. S. PATENTS No. 2,588,623, 2,840,076 and others pending. enh Aaron, J. N. “The Use of Hydeltra 
T.B.A. in Hypertrophic Lichen Planus 


Utilizing the Vibra-Puncture Technique” 
Arch. of Dermatology, November 1958 


FOR NEW TECHNIQUES IN THE 
TREATMENT OF NEURODERMATITIS 


Some of the Important Features: 


Conway Handpiece, small, light-weight and relatively 
noiseless, is held at 45 to 90 degree angle and ma- 
nipulated like a writing pen. 


The slotted tip is guided over the field of operation 
while the multiple needle injector projects into the 
skin with a uniform and positive penetration. 

The desired depth of penetration can be instantane- 
ously preset with instrument in motion; capable of 
delivering 10 to 60 strokes per second. 


Patent-applied-for Self-Balancing Arm-Support neu- 
tralizes dragging and weight of the flexible cable, 
making the control of the handpiece effortless. The 
flexible cable is provided with a silencer and vibra- 
tion absorber. 


The motor is fully enclosed, operates on any current and needs no lubrication. 


The entire instrument is chromium plated and all the parts can be readily 


sterilized. 

ALSO AVAILABLE: CONWAY DERMAJECTOR, MODEL A, a portable unit 
with the same specifications as the Model B, but without stand. Multiple Needle 
Injectors in different width. Carrying case. 


Conway, H.: The Permanent Camouflage of 
References: Port-Wine Stains of the Face by Intradermal H., and Hailey, H.: 
Conway, H., and Docktor, J. P.: Neutralization of Injection of Insoluble Pigments (Tattooing), ulvae, Arch. of Derm. & Syph., 40:726, 1939 

Color in Capillary Hemangiomas of the Face New York State J. Med., 48:2040, 1948. Turell, R., Buda, A. M., and Martino, A. W. M.: 
by Intradermal Injection (Tattooing) of Ferms- Conway, H.: Tattooing of Nevus Flammeus for Treatment of Pruritus Ani by Tattooing with 
7. 52 
Conway, H.: Evolution of Treatment of Capillary Conway, H.: ‘‘Tumors of the Skin,” Charles 41:521, 1940. 
Hemangiomas of the Face with Further Obser- Thomas, Springfield, Il 56. Turell, R.: Tattooing with Mercury Sulfide for 
vation on the Value of Camouflage by Perma- Hollander, E.: ‘Treatment bs Pruritus Ani by the Treatment of Intractable Pruritus Vulvae 
nent Pigment Injection (Tattooing), Surg., Tattoo with Mercury Sulphide, Arch. of Derm. and Ani, An Anatomical Study, Am. J. Obst. 
23:389, 1948. & Syph., 38:337, 1938. & Gynec., 42:290, 1941. 


For information, reprints and clinical demonstrations write to Robbins Instruments Company 


ROBBINS ARE ORIGINATORS OF DERMABRASION 
EQUIPMENT 


ROBBINS INSTRUMENTS COMPANY 


Designers, Makers and Suppliers of Dermatological Specialties 
CHATHAM, NEW JERSEY 


| ¥ 
4 ¥ 
Lay 
| 


as well as 
gg chronic skin diseases 


TARCORTIN was prescribed for 
patients presenting very acute 
episodes of atopic dermatitis, 

contact dermatitis, psoriasis, 
chronic infectious eczematoid 
dermatitis, and other eczematous 
dermatoses ...we were able to 
achieve prompt remissions ...’” 


1. Weish, A. L., and Ede, M.: J.A.M.A. 
166:158, 1958. 


Additional Clinica! Publications on Tarcortin: 


Clyman, S. G.: Postgrad. Med. 21:309, 
1957 + Bleiberg, J.: J. M. Soc. New Jersey 
53:37, 1956 + Abrams, B. P., and Shaw, C.: 
Clin. Med, 3:839, 1956 + Bleiberg, J.: 


_ past Am. Practitioner 8:1404, 1957 
F 


0.5% and Coal Tar Extract 5% ina 
greaseless, stainless vanishing cream base. In tubes of 7 gm. and 1 oz. 


ALSO AVAILABLE: FOR DRY SCALY ECZEMAS, AND WHEN INFECTION IS PRESENT OR ANTICIPATED 


intment Hydrocortisone 0.5%, Neomycin (as Sulphate) 0.35% and Speciat Coal Tar 
Extract 5%. In tubes of 7 em. and 1 oz. 


ij ft © REED & CARNRICK Jersey City 6, New Jersey 
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WIRE BRUSH UNIT 
for 
SKIN PLANING 


6 Valuable Features of the 
STRYKER WIRE BRUSH UNIT 


GUARD REDUCES BLOOD SPLASH —yet permits Motor can be suspend: 


ed at a suitable height 
clear view of planing area. 


HANDPIECE CANNOT BE DAMAGED by acciden- a 
tally catching the brush in gauze, gloves, or hair. 


22,000 RPM’'S AT FULL SPEED —for most effective 
abrasion, yet lower speeds are available. 


HANDPIECE IS HAND-CRAFTED OF ALUMINUM—with stainless steel 
bearings for cool operation and long life. Can be cold sterilized 
or autoclaved. 


SENSITIVE, VARIABLE SPEED footswitch control. 


STAINLESS STEEL JACOBS CHUCK —firmly holds any brush, or abra- 
sive wheel. 


PRICES 


Stryker Wire Brush Unit i Wire Brushes—Order Separately. 


Consists of: Motor and cable, handpiece, variable : 
footswitch and carrying case (foam rubber lined.) om 


Less carrying case . or coarse abrasion, each ..............--+-- $6.00 


ORTHOPEDIC FRAME COMPANY Optional Equipment 


No. 1310 Standard Mayo Table, Chrom 


provides mount for motor above 5 ft. 
(1 Send me the Wire Brush Unit on approval. $110.00 
Send me Brochure. 


NAME 


Distributed in Coneda by: Fisher & Burpe, Ltd., Winnipeg 
Exclusive Agent for Export: Schveler & Co.. 75 Cliff St., M. Y, 
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CORTROPHIN-ZINC 


in Allergies 
(Corticotropin-Alpha Zinc Hydroxide) 


Description: The new electrolytic 
Cortrophin-Zinc is indicated in most 
allergic manifestations. Pollen, drug 
and food reactions, as well as toxic plant 
dermatoses are significantly improved. 
Because of prolonged activity, frequent 
injections are not necessary. Each in- 
jection is effective for at least 24 hours, 
and in milder cases, for 72 hours. 


Characteristics: New Cortrophin-Zinc 
provides corticotropin of unsurpassed 
purity with low foreign protein content. 
This reduces the risk of sensitization re- 
actions. 

Since about 5% of the corticotropin is 
uncombined, onset of clinical response 
is rapid. But the balance, present as a 
complex of alpha zinc hydroxide, pro- 
vides a prolonged action so that the 
effective time span of a single dose is 
usually several days. Injection of the 
new electrolytic Cortrophin-Zinc is vir- 
tually painless. 


Pharmacology: A potent stimulator of 
cortical activity, Cortrophin-Zinc does 
not depress functioning of the supra- 
renal glands. Unlike the corticosteroids, 
adrenocorticotropic hormone arouses 
the adrenal glands to produce natural 
steroids in natural proportions. In a 
5-year study of patients on ACTH ther- 
apy, no case of adrenal or pituitary de- 
pression or atrophy has been observed. 


Because Cortrophin-Zinc is virtually 
painless on injection and its prolonged 
action obviates frequent injections, it 
is now practicable to use Cortrophin- 
Zinc in most of the indications where 


formerly reliance has been on cortico- 
steroids. This freedom from apprehen- 
sion of deleterious depressive effects 
permits clinical use of valuable hormone 
therapy on a broader scale than has 
been possible heretofore. 


Clinical Uses and Dosage: The many 
published reports on the use of 
Cortrophin-Zinc as well as ACTH in 
thousands of patients indicate its value 
in over 100 disorders. Most responsive 
have been: allergies and hypersensi- 
tivities; rheumatoid arthritis, bronchial 
asthma, serum sickness and inflamma- 
tory skin and eye diseases. 


Dosage should be individualized, but 
generally initial control of symptoms is 
obtained with a single injection of 40 
Units of Cortrophin-Zinc daily until 
control is evident. Maintenance dosage 
is generally 20 Units (or less) twice 
a week, 


Use of Cortrophin-Zinc with oral ster- 
oids is now recommended as a safety 
measure to supply the important su- 
prarenal stimulation and lessen the 
hazard of atrophy. The periodic use of 
Cortrophin-Zine is advocated with all 
steroid analogs, such as cortisone, hy- 
drocortisone, prednisone, prednisolone, 
methylprednisone and triamcinolone.* 


Supply:5-ce vials containing 40 and 20 
U.S.P. Units of corticotropin per cc; 
l-cc ampuls containing 40 and 20 
U.S.P. Units of corticotropin, with ster- 
ile disposable syringes. 

*Write for complete literature and bib- 
liography containing specific dosage 
schedules to: 


Medical Department 
ORGANON INC. - Orange, N. J. 
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OUTSTANDING ANHIDROTIC ANTICHOLINERGIC 


“THE CLINICAL REPORTS’ HAVE SO FAR BEEN FAVORABLE” 


BANTHINE 


improves skin disorders 
associated with excessive perspiration — 


B, blocking the cholinergic innervation of the sweat glands, Banthine (brand 
of methantheline bromide) promptly reduces excessive perspiration. Observations by 
Perry and his associates? provide objective evidence of profound reduction 
of sweat gland activity following the administration of Banthine. Banthine is 
widely used as adjunctive therapy in skin disorders associated with hyperhidrosis. 
Use of Banthine is described! in Wiener’s recent text: “The main indication 
for dermatologic use is hyperhidrosis, but it has also been found useful in the control 
of normal sweating, in dyshidrotic vesicular eruptions, in intertrigo, in 
contact dermatitis, and in suppurative hydradenitis axillaris. The average initial 
adult dose is 50 mg. administered orally or parenterally. More or less may 
be given three times daily, but the daily total should not exceed 450 mg. The daily 
dosage in the treatment of hyperhidrosis is 100 to 200 mg., but higher doses 
may be necessary... . Following a dose of 100 mg., dryness of the palms 
usually sets in after thirty to forty-five minutes and lasts four to five hours. ... The 
clinical reports have so far been favorable.” 
Banthine is also recommended?’ for the hyperhidrosis occurring with 
Tinea pedis . 


1. Wiener, K.: Systemic Associations and Treatment of Skin Diseases, St. Louis, 
The C. V. Mosby Company, 1955, pp. 329; 458-459. 


2. Perry, D. J.; Mount, G. D., and Browne, B. W.: The Effect of Varying Oral Dosages of Banthine, 
Pro-Banthine and Prantal on the Galvanic Skin Response, J. Invest. Dermat. 28:239 (March) 1957. 


3. Olansky, S.,and Callaway, J. L., in Modern Medicine 1958 Annual (Part 1): 
Management of Superficial Infections, Minneapolis, Modern Medicine, 1957, p. 46. 


S E A R L E Research in the Service of Medicine 
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e Kilis by contact a wide variety of 
microorganisms such as Bacteria (in- 
cluding tubercule bacillus), Viruses, 
Fungi, Protozoa. e Effective egainst 
certain important organisms resist- 
ant to topical antibiotics e Will not 
lead to the development of resistant 
strains e Effective even in the pres- 
ence of blood, pus or other or- 
ganic mattere Color can be washed 
off with water. 


Available: Betadine Antiseptic in 
8 oz. and 16 oz. bottles. Betadine 
Aerosol in 3 oz. bottles. 


Samples and literature upon request, 


TAILBY-NASON COMPANY, INC. 
DOVER, DELAWARE 


| 
TO SKIN AND MUCOSA 


QUICK RELIEF...3 DAYS 


RAPID HEALING...3 WEEKS 
for PRURITUS ANI | 


orally treated with... . Borcherdt 


More and more physicians are telling MALT SOUP EXT RACT 


us of the successful results from treating 

Pruritus Ani orally with Borcherdt’s Malt Soup 

Extract. The intractable itching disappears in three or four days and the 
perianal skin becomes normal in three or four weeks. Even stubborn 
cases of many years standing usually yield or show marked improvement. 


Malt Soup Extract is a non-diastatic barley malt extract neutralized with 
potassium carbonate. Most importantly, it promotes aciduric bacteria in 
the lower intestine, creates easily passed stools and overcomes, in a natural 
way, the alkaline condition so prevalent in cases of Pruritus Ani. 


There are no side effects; no drug fastness, no gas pain. Malt Soup Extract 
is a food not a drug. Results are secured naturally and once attained 
medication can be discontinued or greatly reduced. 


Malt Soup Extract is available in 8 and 16 ounce jars at most pharmacies 
coast to coast. 


We will gladly send you samples 
and descriptive literature 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada, Chemo Drug Co. Ltd., Toronto, Canada 


SERVING THE MEDICAL PROFESSION SINCE 1868 
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MALT soup EXTRA 
Laxative FOOD) | 
SUPPLEMENT 


with 
excellent 
cosmetic 
result 


the famous 


BIRTCHER 
BLENDTOME 


Combining a tube circuit for cutting, a true 

damped (spark-gap) current for coagulation, and 

an independently controlled blend of both for 

simultaneous hemostasis in any desired degree. 

electrosurgical Separate, monopolar outlets for desiccation 
cutting and fulguration. The BLENDTOME offers the 

fulguration precise current and power you require for your 
desiccation special surgical idiosynchrasies. Available in 
coagulation portable case on request. 


THE BIRTCHER CORPORATION 
Department AD-1258 
4371 Valley Boulevard 
Send for medical Los Angeles 32, California 
Send me the medical journal reprints on electro-surgery, 
journal reprints 8 » and descriptives on the BLENDTOME. 


Dr 
Address. 
City. Zone State 
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CONTROL 
EMOTIONAL 
FLARE-UPS 


that cause 
or K 


“is an effective addition to 
conventional 


Miltown 


In neurodermatitis, 
atopic dermatitis, 
chronic urticaria, 

eczematoid 
dermatitis, 
lichen planus, 
psoriasis, 
pruritus ani, 


pruritus vulvae 


meprobamate (Wallace) 


Eighty per cent of 
224 patients with 
a wide variety of 
skin disorders 
responded 
favorably to 
adjunctive 
therapy with 
Miltown.? 


® 
Wy WALLACE LABORATORIES, New Brunswick, N. J. 


91 


dermatological therapy. 


relieves anxiety and tension 
with exceptional safety 


suitable for prolonged 
administration 

does not impair physical 
efficiency or mental alertness 
References: 1. Sokoloff, O. J.: Meprobamate (Miltown) 
as adjunct in treatment of anogenital pruritus. A.M.A. Arch. 
Dermat. 74:393, Oct. 1956. 2. LeVan, P.: Clinical 


dermatologic studies of four chemically different 
tranquilizers. Clinical Med. 4:1089, Sept. 1957. 


Literature and samples on request 
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Pleasingly and efficiently 
serving patient and physician 
during all seasons 


SUPERFATTED 


BASIS*® SOAP 


For dry sensitive skin 


Available at Prescription Pharmacies 


LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. 


Mfrs. of Aquaphor®—Elastoplast® 


THE ORIGINAL FISCHERQUARTZ 


a A MUST IN DERMATOLOGY 
| OVER 48,000 MANUFACTURED SINCE 1928 
HIGH POWERED GERMICIDAL ULTRAVIOLET 
FOR LOCAL SKIN THERAPY AND FOR 
CONSTITUTIONAL EFFECTS 
No. 595 
Localizer 
R. A. FISCHER & CO. 
517 Commercial St., Glendale 3, Calif. 
SEND MEDICAL REPRINTS TO: 


Model No. 88 


fischer (no obligation) 


FISCHERTHERM — FISCHERSINE — FISCHERQUARTZ -— PEDASINE — FISCHER ULTRA SOUND 
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PROTECT SKIN 


AGAINST A WIDE RANGE OF IRRITANTS 


¢ in industry 


e in the home 


Silicote provides an important advance in protecting 
skin from dry and aqueous irritants—prophylactically 
to prevent skin maceration, and therapeutically to 
exclude water, soap, and other substances from derma- 


toses that may be aggravated by them. 


Clinical tests show that Silicote provides 
excellent protection against soap and 


water and soluble cutting oils.’ 


The protective property of Silicote is 
purely mechanical. Protective efficiency 
x is necessarily determined by the nature 
: Fi and freq y of exposure. Frequency of 
application should be adjusted to pro- 


vide adequate protection with minimum dosage. 


SUGGESTED DOSAGE: Cleanse area thoroughly with 
soap and water. Apply thin film as required and rub 


in well. If skin is exposed constantly to irritant, apply 
every 2-4 hours, or as needed to provide protection. 


It is not necessary to remove original coat before 


applying subsequent coats. Any objectionable greasi- 


In Housewife's Eczema 
Industrial Dermatoses 
Chapping—Chafing 
Intertrigo 

Diaper Rash 

Chronic Dermatoses 
Aggravated by Soap 
and Water 


SILICOTE CONTAINS 

30% dimethicone (silicone) in a 
specially prepared petrolatum 
base. Contains no water-soluble 
ingredients. 


ness may be removed by wiping with a dry cloth, or 


washing gently with soap and water. 


CONTRAINDICATIONS: Do not use on weeping or 


infected areas. 


Send for samples and 


literoture SILICONE OINTMENT 


1. Shaw, J. M., and Crowe, F. W.: 
Skin Protective Ointments. Arch. 
Dermat. & Syph. 71: 379, 1955. 


ARNAR-STONE LABORATORIES, INC. MT. PROSPECT, ILLINOIS 


tn Canada: Brent Laboratories, Ltd., Toronto 
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hypo- allergenic cosmetics by Beauty Counuelar 


Applied hygienically, in the home, by appointment, 
under a trained Counselor's guidance. 


Physicians are invited to use this coupon: 
Beauty Counselors, Inc., Grosse Pointe 24, Michigan 


® (0 Please send me your qualitative formulas. 
(LEE 0 Please arrange a home demonstration, without obli- 
gation, for my wife. D-128 


NAME 
OFFICE ADDRESS. 


CUSTOM-FITTED COSMETICS 


HOME ADDRESS. 
CITY. 


GROSSE POINTE, MICH. © WINDSOR, ONTARIO ® LONDON, ENGLAND 


Une or the peautiful t Ings about women... 
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Simplify Systemic 
Bismuth Therapy 
with 
oral BISTRIMATE 


(SMITH) 


i 


Whenever systemic bismuth therapy is indicated, pre- 
scribe BISTRIMATE (Smith). Its advantages are multiple. 


* It is effective orally. 


__ * It rapidly establishes and adequately maintains therapeutically 
active excretion levels of bismuth. 
* ft is well tolerated and permits ready control of bismuth levels. 
* It is valuable in some cases of lupus erythematosus, lichen planus 
and scleroderma.' 
_ © lt is useful as adjunctive treatment in certain forms of syphilis.' 


BISTRIMATE (Smith) is bismuth sodium triglycollamate. Each tablet is equivalent 
to 75 mg. of metallic bismuth. 


1. New and Nonofficial Remedies, 1952. 
For complete information about BISTRIMATE (Smith) write to: 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 
New Brunswick, New Jersey 
Established 1844 
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“THE BEST IMPROVEMENT VET. 


NEW 4” x 


IN UNNA'S 


DOME- PASTE’ 


THE OLD 


Frayed edges, uneven 
impregnation, difficult 
to apply. 


Thread-locked edges, 
firmly woven; medica- 
ment spreads uniform- 
ly, easy to apply. 


THE NEW 


The new Dome-Paste 
bandage is flesh colored, 
4” x 10 yd. gauze band- 
age...impregnated with 
glycerine, zinc oxide, gel- 
atine paste. 


RECOMMENDED 
for leg ulcers resulting from 
thrombophlebitis (particular- 
ly the post partum and post- 
Operative kinds), stasis edema 
and chronic venous insuffi- 
ciency associated with vari- 
cose veins, and _ varicose 
eczema, lymphatic edema 
and thrombophlebitis of the 
superficial saphenous vessels. 


AVAILABLE 
Individually wrapped in 
sealed polyethylene bags, 
inserted in metal cans to 
insure freshness. 


NE CHE 


1a For Household Hand Dermatitis 


KNIT COTTON LINED 


Neoprene 
Rubber 
Gloves 


Bluettes’ knit 
cotton lining is 
permanently bonded 
to the liquidproof 
neoprene exterior, 
eliminating separate 
glove and liners. 
Regular hand or 
machine washing 
will not affect 
lining, bond or 
neoprene. 


Patch Test Kits . 


contain 1 centimeter 
diameter discs of 
Pioneer glove 
materials. 


Mail Coupon For Patch Test Kits 


The PIONEER Rubber C 
106 Tiffin Road, Willard, Ohio 
Please send me: 
CJ Patch Test Kit #7 -- Household Glove 
Patch Test discs. 


CD Patch Test Kit #8 — Industrial Glove 
Patch Test discs. 


NAME 


DOME 


CHEMICALS INC. 
9 WEST 64th SIT NEW YORK CITY 


ADDRESS 


Zone —— State 
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announcing 
new topically superior 


now available 
for topical application in dermatotherapy 


Kenalog (triamcinolone acetonide) is a new synthetic corticoid compound with powerful 
anti-inflammatory and antipruritic action. Developed by the Squibb Institute for Medical 
Research, and evaluated during preliminary clinical trials in over 1,000 patients, Kenalog 
used topically has demonstrated its great effectiveness in controlling most common 
dermatoses.' Symptoms of itching and burning are dramatically relieved after topical application 
of Kenalog.'? A superior agent for both acute and chronic dermatoses, its unexcelled 
anti-inflammatory action is most clearly apparent in the treatment of chronic, therapeutically 
refractory conditions, such as chronic eczematous dermatitis.* Complete resolution is often 
obtained with Kenalog where certain other topically applied steroids have failed.’ 


Kenalog in ointment, cream or lotion form may be used for treatment of a wide variety of dermatoses including: 


Atopic dermatitis Seborrheic dermatitis Lichen simplex chronicus 
Contact dermatitis Insect bites Exfoliative dermatitis 
Eczematous dermatitis Pruritus ani Stasis dermatitis 
Neurodermatitis Pruritus vulvae Nummular eczema 
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v= Squibb Quality — the Priceless Ingredient 
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anti-inflammatory steroid 


Kenalog effectively provides for prompt symptomatic relief as well as control of many 
common dermatologic disorders.'? 


In double-blind tests in 309 patients comparing 0.1% Kenalog and 1.0% hydrocortisone, 
Kenalog exhibited superior anti-inflammatory, antiallergic and antipruritic activity. 
Hydro- 


Total Kenalog cortisone Neither Equally 
Investigator Cases Superior Superior Effective Effective 


Goodman? 50 2 15 
Smith et al.* 109 3 3 28 
Fitzpatrick et al.5 120 5 54 
Lerner® 30 4 1 5 


309 15 a 102 


Kenalog is extremely well tolerated locally. No systemic toxicity has been observed in clinical 
studies, published and in progress, involving over 1,000 patients.'* Metabolic studies show that 
there is no electrolyte disturbance when Kenalog is applied topically.'*° 


. Reports to the Squibb Institute for Medical Research. Supply 

; — C. M.: Squibb Clinical Research Notes 1:5 (Oct.) 1958. Kenalog cream, 0.1% — 5 Gm. and 15 Gm. tubes. 

. Goodman, J. J.; Ibid. p. 1. Kenalog lotion, 0.1% — 15 cc. plastic squeeze bottles. 
. Smith, J. G.; Zawisza, R. J., and Blank, H.: Ibid. p. 6. ; a _. 

’ Fitzpatrick, T.; Crowe, F. W., and Walker, S. A.: Ibid. p. 12. Kenalog eintment, 0.1% — 5 Gm. and 15 Gm. tubes. 
. Lerner, A. B.: Ibid. p. 2. 

. Robinson, R. C. V.: Bull. School of Med., U. Maryland 43:54 (July) 1958. 
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Triamcinolone Acetonide 


#3 A SQUIBS TRADEMARK 
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breaking the} tolerance} barrier in dermatoses 


new 
HYDRO-TAR 


Cream 


takes the “sting” out of coal tar... 
adds corrective action to hydrocortisone. 


HYDRO-TAR suppresses dermatoses with triple 
action: antipruritic, antieczematic, and anti-in- 
flammatory. It affords seven important advan- 
tages in clinical usage: 
1. Greatly improved toleration of coal tar. 
2. Broader scope of application. 
3. Rapid responses. 
4. Liquor Carbonis Detergens... 
advanced coal tar compounds. 
5. Hydrocortisone... 
superior anti-inflammatory agent. 
6. Superior cream base. 
7. Flexibility of dosage... 0.5% and 1.0%. 


Dosage: Apply topically by gentle mas- 
sage to affected areas 3 or 4 times 

0.5% for moderately severe dermatoses or 
maintenance- 1.0%. for severe dermatoses. 


Supplied: 15 gm Tubes in 0.5% and 
1.0% strengths. 


Samples and literature sent on request. 


Schifelin @ Finee 17:94 cy) 


ALMAY DIVISION 
22 Cooper Square, New York 3, N. Y. 
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New 4th 
Dimension in 
Acne 


Therapy 


RESULIN-F 


(Resulin-hydrocortisone, 
Almay) 


Cream 


(Neomycin-Resulin- 
Hydrocortisone, Almay) 


with four-way regression of Acne lesions. 


For the acne sufferer, RESULIN-F provides the mutual potentiating 
effects of (1) resorcin, (2) sulfur, and (3) hydrocortisone; 
NEO-RESULIN-F adds (4) neomycin to give antibiotic action 
when infection is present or must be prevented. 


The resulting broadside of therapeutic actions expedites regression 
of the acne lesions. Its chief effects are: dehydrative, antiseborrheic, 
moderately exfoliative, anti-pruritic, anti-inflammatory, 
anti-allergic, fungistatic, parasitic, antibacterial, and preventive 
against follicular hyperkeratosis. 


Toleration is excellent, and both preparations have superior 
dermal penetrability. Their striking effectiveness has been shown 
even in cases that resisted other forms of therapy. 


Dosage: Apply 3 times daily to lesions and adjacent areas. 
Supplied: In 15 Gm. tubes. 


Samples and literature available on request. 


Schioffetin Co./' Ginee 4794 


ALMAY DIVISION 
22 Cooper Square, New York 3, N. Y. 


RESULIN-F 


CREAM 


FORMULA 


Resorcinol 
Monoacetate . 1.5% 


Sulfur... 20% 
Hydrocortisone 0.5% 
Alcohol 

by weight 6.5% 


CAUTION Federst prohibits 
prescnption 


for External Use Only 


ALMAY 


OF 


Schieffelin & Co. 


HUSA 


FORMULA: 


Resorcmot 
Monoacetate 


Alcohol 
by weight 

Neomycin Sulfate 0.5% 
fquwaient te 0352 
base) 


CAUTION Federal tow prohibits 
without pron rghen 


For External Use Only 
ALMAY 


Division OF 


Schieffelin & Co. 


WADE IN USA 


20% 
i { 


soothing nonirritating and 
especially | fey helpful in allaying 


the itching.”* 


PROPHYLLIN combines sodium propionate and water-soluble chlorophyll derivatives in 
a wet dressing of unusual effectiveness. Complete healing or significant improvement 
in over 100 patients with various dermatologic lesions led the reporting physicians* 
to state: “It (PROPHYLLIN) seems to be particularly useful because of its (a)... physio- 
logic action; (b) lack of toxicity; (c) bacteriostatic and fungistatic properties, and 
(e) soothing, healing, and especially antipruritic effects.” 


particularly useful in acute contact dermatitis 


In 40 cases, PROPHYLLIN was considered “...a wet dressing of choice, even where there 
was some secondary infection.”* 


PROPHYLLIN Powder, for preparation of wet dressings, in cartons of 12 packets. (Each packet contains 
2.3 Gm. of powder, sufficient to prepare 8 ounces of solution containing 1 per cent sodium propionate and 
0.0025 per cent water-soluble chlorophyll.) Also in 4-ounce and 16-ounce jars. 


Propuy_un Ointment, in 1%-ounce and 4-ounce tubes. (PROPHYLLIN Ointment contains 5 per cent 


sodium propionate and 0.0125 per cent water-soluble chlorophyll.) Provides the benefits of PRoPHYLLIN 
for ambulatory patients and where a wet dressing is contraindicated or impracticable. 


*Peck, S. M.; Traub, E. F., and Spoor, H. J.: A.M.A. Arch. Dermat. & Syph. 67:263, 1953. 


(Rystan) company Mount Vernon, 


27687 
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PRESCRIPTION 


despite the advent of steroids... 


'Pragmatar' remains a basic medication 


in many common skin disorders. 


+ in seborrheic affections (including ‘‘cradle cap” and dandruff) 
« in subacute and chronic dermatitis 


* in eczematous eruptions 


in fungous infections (including “‘athlete’s foot’) 


acid 
effective, easy to use, possesses 
a wide margin of safety 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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in exclusive. 
ACID MANTLE. 
vehicle 


Acid Mantle-Hydrocortisone 
CREME AND LOTION—pH 4.6 
ABATES INFLAMMATION AND RESTORES 
NORMAL SKIN ACIDITY 


‘Susceptibility to infection by bacteria 1s widely 
held to be due to the removal of the antibacterial 
‘acid mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.’’—Fabricant, N. D.: 


A.M. A. Arch. Otolaryn. 65:11, 1957. 


Supply — 46%, 1% and 2% hydrocortisone 
in either Creme (34 0z., 1 0z., 2 02., 4 oz. 
tubes and 1 Ib. jars) or Lotion (36 0z., 1 0z., 
2 0z., 4.0z. squeeze bottles and pt. bottles). 


Samples and literature available on request. 


Dome Chemicals gnc. 


NEW YORK 23* LOS ANGELES 46 * In Canada: 2765 Bates Road, Montreal 


IN INFLAMMATORY DERMATOSES 
; 
| 
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you can clear topical infections promptly with 


NEO-POLYCIN 


... because Neo-Polycin provides preferred topical antibiotics 


neomycin /BactrRactn /POLYMYXIN 


in the unique Fuzene® base which releases greater antibiotic concentrations 


than do ordinary grease-base ointments. 


NEO-POLYCIN covers the entire range of bacteria most often 
found in topical lesions...has a low index of sensitivity...averts 
the risk of sensitization to lifesaving antibiotics, since the antibi- 
Otics used in Neo-Polycin are rarely used systemically...is mis- 
cible with blood, pus and tissue exudates without loss of efficacy. 


Each gram of Neo-Polycin Ointment contains 3 mg. of neomycin, 8000 units 
of polymyxin B sulfate and 400 units of bacitracin in the unique Fuzene 
(polyethylene glycol diester) base. Supplied in 15 Gm. tubes. Also supplied as 
Neo-Polycin Ophthalmic Ointment (anhydrous, lanolin-petrolatum base) in 
Y oz. tubes. 


*Trademark 


PITMAN-MOORE COMPANY INDIANAPOLIS, INDIANA 


| DIVISION OF ALLIFD LABORATORIES, INC. 
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AR-EX 


hypo - aDlengonic 
COSMETICS 


A complete, clinically-tested system 
of beauty care 


AR-EX Products are preferred by your 
patients for their cosmetic elegance. 


A first choice of physicians as a safe- 
guard against known cosmetic allergens. 


AR-EX Cosmetics have been recommended 
by physicians for over 23 years. Their hypo- 
allergenic qualities have been long estab- 
lished by repetitive testing on allergic 
patients. AR-EX COSMETICS are produced 
by the company’s original founders, the only 
independently-owned producers of hypo- 
allergenic cosmetics. 


AR-EX Products are available to pharmacies 
through their drug wholesaler. 


AR-EX PRODUCTS CO., 1036 W. Van Buren St., Chicago 7, Illinois 


A.M.A. SPECIALTY JOURNALS REACH THE CORE OF SPECIALIZED 
PRACTICE . . . Subscribe NOW to: 


A.M.A. Archives of INTERNAL MEDICINE 
A.M.A. Archives of PATHOLOGY 
A.M.A. Archives of OPHTHALMOLOGY 


THE AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Illinois 


THE FUNGUS DIAGNOSTIC SERVICES 


@ Direct microscopic reports by return mail. 


@ Simply mail in skin scrapings, blister tops, nee, or ae clippings 
folded into a slip of paper. ° 


@ Send exudates in a sterile tube. ° ° ° ° 
@ Identification of your own cultures. ° ° ° 


H. C. GOLDBERG, M.D., Diplomate Amer. Board of Dermatology 
M. G. GOLDBERG, B.S., Mycologist, 7 Watchung Avenue, Plainfield, N. J., PL 6-7645 
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LIQUIMAT 
a fine, dependable, A new tinted lotion containing 5% precipitated sulfur for the local 


‘i ss treatment of acne. Resorcin, calamine, phenol, menthol, camphor, 
flexible line for betanapthol and coal tar solution may be added. To individualize 


your prescription further, the three shades may be interblended. In 


the treatment of eee 3 ounce plastic bottles. 


SULFORCIN LOTION 


contains 5% dispersible sulfur and 3% resorcinol monoacetate in a 


colloid-processed base of citrus pectin. Sulforcin Lotion dries rapidly, 
holding sulfur securely to the skin. Non-sticky, non-greasy, non- 


staining. 


SULFORCIN CREAM 


contains 5% dispersible sulfur and 3% resorcinol monoacetate ir 


a water soluble vanishing cream type base. Lubricating and wash- 


able, Sulforcin Cream is especially suitable for application to large 


areas, and where dryness exists. 


SULFORCIN BASES 


nm a greaseless cream type make-up base supplied in 2* strengths and 3 


shades which enable you to prescribe more individually for your 
patients’ needs. Sulforcin Base helps conceal blemishes and is an 


excellent make-up foundation. 


SEBA-NIL 
Clinical studies prove conclusively that very oily skins respond more 


rapidly to acne therapy when cleansed with Seba-Nil rather than 

soap and water. Seba-Nil contains organic solvents and a mild, non- 

ionic detergent which make it more efficient than soap and water 

in preparing oily skin for medication. 

*Also available: Plain Resorin-free Sulforcin Base, containing 2!/2% sulfu 
only. 

For detailed information and samples, write... 


TEXAS PHARMACAL COMPANY 


San Antonio, Texas 
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PSORIATICS 


are half personalities, for 
an uncomfortable person. 
is one half a 


bo help to restore the psoriatics’ 
appearance and self-confidence. 


EPIDOL is a clear, adhesive, non-greasy, rapidly drying, improved Wright 
Liquor Carbonis Detergens plus Salicylic Acid 3%. 


EASY to apply. Applicator comes with every bottle. 


EASY to remove. Readily washes off with soap and water. 


Discover how rapidly and effective EPIDOL may relieve the discomfort 
and clear the lesions. It helps restore the patient’s feeling of comfort. Your 
psoriatic patients may, oncé again, become confident, full personalities, 


SUPPLIED: Bottles with applicators: 3 fl. oz.—6 fl. oz. 


Spirt & Co., Inc. 


Samples, literature and reprints are available. Just write to: WATERBURY, CONN. 
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hydrate the skin Tepid colloidal baths supply water of 


hydration to the dry epithelium. : 


lu bricate the S kin Because Aveeno “Oilated” contains 35% 


emollient oils, the oil film left on the skin retards water loss from the 
stratum corneum .. . and, at the same time, provides extra soothing and ; 
antipruritic qualities due to colloidal oatmeal.1-3 


Indications: Dry skin, senile pruritus, bath itch, pruritus ani and vulvae, cold weather pruritus, 
AVEENO® “OILATED” is available in 10 oz. cans. 


Active Ingredients: Colloidal oatmeal concentrate, liquid petrolatum and hypo-allergenic fraction of lanolin. 
References: 1. Sulzberger, M. B. and Wolf, J. Dermatology. Chicago, Year Book Publica- 
tions, Inc., 1952, p. 42. 2. Grais, M. L.: A.M.A. Arch. Dermat. 58: 402, 1953. 3. Kierland, 
R. R. and Ede, M.: A.M.A. Arch. Dermat. 63: 602, 1951. 


AVEENO CORPORATION 250 West 57th Street, New York Pioneers in Ethically-Promoted Colloid Baths 


> Colloidal Emollient Baths 
: 
| 


“hands-off 


“Meti’ steroid skin benefits 


protection 


instant, cooling relief from itching and burning... 
broad, uniform coverage even on hirsute, hard-to-reach 
skin surfaces...vo rub-in contamination 

and irritation...no messy, wasteful residue 

.. runstaining, water washable, virtually invisible 


... plus the advantages of wide-range antibacterial action. 


Formula spray dispenser contains 50 mg. of prednisolone 
and 50 mg. of neomycin suliate. A 3-second spray delivers 
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SUPPLY: MeTASHAL OINTMENT, 
containing 8.7% shale tar, 
for heavier, lichenified, sub- 
acute and chronic lesions. 
METASHAL LoTION, containing 
18% shale tar in zinc oxide- 
talc shake lotion, for moist, 
more acute phases. Available 
only on your prescription. 


SEND FOR SAMPLES. 


REFERENCES: 1. Howell, C. M.: 
N. Carolina M.J. 18:322, 1957. 
2. Brandt, R., and Dexter, H.: J. 
Invest. Dermat. 15:163, 1950. 
3. Brandt, R., and Dexter, H.: Ibid. 
19:409, 1952. 4. Brandt, R., and 
Szolomejer, W.: A.M.A. Arch. Der- 
mat. 76:241, 1957. 


Compatible with all 

standard dermatologic 

drugs, such as hydrocorti- 

sone, salicylic acid, menthol 
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METASHAL, a Colorado shale tar that is different from conventional 
coal tars, has been found to be “especially impressive . . . in atopic 
dermatitis of all ages and stages.’’* Another investigator has reported 
that it ‘‘seems to be particularly effective in many cases of atopic 
dermatitis” in infants and children.' 


Confirming previous studies,? a report of 414 cases of atopic and 
contact dermatitis and other skin diseases showed that shale tar 
therapy resulted in a favorable response in 96.3%.’ 


In another report of 365 cases from several different investigators, 
“‘excellent’’ or ‘‘very good’’ results were obtained with METASHAL in 
93.75% of atopic dermatitis cases in infants and children, and fair 
to excellent results in 94.4% of atopic dermatitis cases in juveniles 
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cleanses tender or dermatitic skin without irritation... maintains 
the normal acid mantle of the skin...creates an environment 
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in acne therapy ... ‘Aenomel’ conceals as it heals 


Most acne patients want to hide their acne. Many use make-up that does hide 
acne lesions but does not help them. Flesh-tinted ‘Acnomel’, on the other 
hand, provides effective acne therapy that conceals as it heals. 


‘Acnomel’ is simple to apply and to remove, 

* and often brings definite improvement in a 

Ac nom e:| Cream and Cake matter of days. Acnomel’s special vehicle is 
sulfur, resorcinol, hexachlorophene _ free from oil, grease and wax, and holds active 


ingredients in prolonged, intimate contact with 
the skin. 


Available: Cream for use at home; Cake for convenient use away from home. 


Smith Kune & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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Does the Rosacea-like Tubereculid Exist? 


HENRY E. MICHELSON, M.D., Minneapolis 


euphonious term like “rosacea-like 
tuberculid of Lewandowsky” is so pleasing 
to the ear that it comes instantaneously to the 
mind when dermatologists see a patient who 
has a variety of papular lesions on his face, 
lesions which resemble rosacea, or which at 
least appear in those areas where rosacea 
usually occurs. Having committed them- 
selves to the diagnosis of “Lewandowsky’s 
disease,” they naturally must defend their 
diagnosis ; consequently, the monotonous de- 
bate concerning the positive diascopy of the 
lesion, its color, and the presence of tubercu- 
loid structure of a type similar to a lupus 
The fact that 
bacillary evidence is lacking, that the tuber- 


nodule is again indulged in. 


culin reactions are negative, that there is no 
evidence of active, internal tuberculosis, and, 
most important, that the patient is entirely 
well and socially and economically capable 
does not change the self-satisfying diagnosis. 
These negative findings are completely ig- 
nored, because the topography and_ the 
morphology of the lesion have impressed the 
diagnostician. 

It is of both academic and medical im- 
portance that we again attempt to review 
the subject; for, despite articles published 
by me and my co-workers, especially Lay- 
mon, in which the rarity of the true micro- 
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papular tuberculid of the face was pointed 
out and in which it was emphasized that, 
in our opinion, most of the cases presenied 
before dermatological societies might well be 
examples of lupoid rosacea, this latter diag- 
nosis is seldom the one presented. This view 
is by no means confined to us, as articles by 
Miescher, Snapp, and others attest. 

A painstaking inspection of continental 
dermatological society transactions, as pub- 
lished in the Zentralblatt, Hautarzt, Zeit- 
schrift fiir Dermatologie, et cetera, reveals 
that ‘‘rosacea-like tuberculid” is a diagnosis 
which fascinates dermatologists over the 
world ; the morphology of the lesion is more 
impressive to them than is the lack of proof 
of an existing tuberculosis. 

If one analyzes the term “rosacea-like 
tuberculid,” one first must define a tuber- 
culid—no easy task—and then must try to 
decide whether the variety in question fulfills 
the well-defined criteria of diagnosis. 

An “id” eruption is looked upon as a more 
or less widely distributed, but localized, re- 
action in the skin, which is brought about 
by a rapid dissemination of a causative agent 
coming from an identified and demonstrable 
focus. A vigorous ability to react to this 
agent is an admitted propensity of the body ; 
it is translated as a high degree of allergy. 
However, the term may be loosely used. For 
example, a general papular eruption, as- 
sociated with a kerion, may be called a 
trichophytid. In this instance, both the focus 
and the reaction are in harmony with the 
definition of the term. However, a syphilid 
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may be any of the early cutaneous lesions of 
syphilis, without a focus. The term may 
have originated when the chancre was looked 
upon as the focus instead of the reaction at 
the port of entry of the spirochetes. A 
trichophytid is due to spores or fungi. A 
syphilid is caused by a reaction to spiro- 
chetes. 

The origin of the term “tuberculid” is 
different. In the long battle to establish the 
entity of lupus vulgaris, the question of the 
form of tuberculous reaction in the skin dif- 
ferent from that found in a lymph node or 
lung had to be debated and resolved. Thus, 
the pathology of tuberculosis of the skin 
was recognized, and the pathologic changes 
found in lupus vulgaris, with its lack of 
caseation, were accepted as the standard. 
However, other skin lesions, which were 
thought to be tuberculous in origin, were 
known to exist. These lesions differed histo- 
logically from lupus vulgaris, and it was 
therefore proposed by Boeck, Krebich, 
Darier, and others that there was a “pseudo- 
tuberculosis” of the skin, possibly caused 
by the toxin, tuberculin. To this group of 
clinically-recognized lesions the term “tuber- 
culid” was applied. Gradually, various types 
were added, and they all constituted a group 
which had somewhat similar characteristics. 

Darier’s concept of the tuberculids was a 
broad one, which admitted the existence of 
tuberculous lesions of low virulence, con- 
taining very few, if any, demonstrable bacilli 
and having an anatomical structure which 
varied from the accepted classical form of 
cutaneous tuberculosis as exemplified by lu- 
pus vulgaris. 

Gradually, because of the work of Darier, 
Neisser, Jadassohn, and Pautrier, it was 
accepted that tuberculosis could produce a 
great variety of morphologic lesions on the 
skin, some being more or less chronic in their 
properties, while others were atypical. In 
this latter category were placed the tuber- 
culids, and the term became the designation 
for various cutaneous lesions which had been 
brought about by degrees of tissue reaction 
against hematogenously sown bacilli. The 
lesions varied in size, form, and character. 
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Some were lichenoid; others were papular, 
and they could manifest scaling, pustulation, 
or even ulceration. Their life history was 
relatively short, and, because of some de- 
struction, there was often scarring. Thus it 
can readily be seen that the term “tuber- 
culid” is so inclusive that diagnostic criteria 
scarcely exist, either macroscopically or 
microscopically. 

The association of other forms of tuber- 
culosis with tuberculids had long been 
known, as, for example, the association of 
lymph-node tuberculosis with lichen scrofu- 
losum or with erythema induratum. There- 
fore, the idea of a focus being necessary 
in order to provide the causative organism 
became established. Today the term tuber- 
culid implies an extracutaneous source, bacil- 
lary implantations, and a localized tissue 
reaction. 

What cutaneous lesions to include under 
the term also became a problem. For 
example, was lupus miliaris disseminatus 
faciei a tuberculid? Or, could a clinical le- 
sion of granuloma anulare, which had tuber- 
culoid structure, be a tuberculid ? 

It may be seen that, even today, strict 
boundary lines cannot be drawn, and that, 
in general, tuberculids are lesions which do 
not progress very much from their inceptive 
form, which do not grow by continuity, and 
which heal after the local destruction has 
been overcome. 

Tuberculids, especially of the so-called 
necrotic, papular variety, occurred on fairly 
fixed, anatomic locations, and among those 
was the face. 

Lewandowsky in 1917 described the con- 
dition we are discussing. He designated a 
papular eruption, occurring on the face, as 
a rosacea-like tuberculid because he thought 
that the individual lesions had the character- 
istics of papular tuberculids and_ because 
they were found in tissue which has a pre- 
dilection for rosacea. 

I have mentioned how difficult it is to 
define tuberculid lesions. So, also, rosacea 
is a decidedly variable condition. The lesions 
may be tiny papules or fairly large papules. 
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They may occur in normal skin or in areas 
of telangiectasia. They may lie in the skin or 
be slightly elevated. There may be only a 
few, widely scattered lesions, or they may 
be closely studded together, forming a con- 
tiguous mass. The contour of the skin may 
be normal, or when there are numerous 
lesions there may be considerable edema. 
Thus, one may say that there are no morpho- 
logic criteria diagnostic of rosacea. 

Microscopically the problem is just as 
intricate. There is no criterion upon which 
the microscopic diagnosis of tuberculid can 
be made. Some tuberculoid structure must 
be present; if it were not, the diagnosis of 
tuberculid would not be considered. How- 
ever, neither in form nor in other fine points 
does the tuberculid differ from mere tuber- 
culoid structure. Its diagnosis depends upon 
combining the clinical features of the lesion 
with its histologic changes. 

The diagnosis of rosacea-like tuberculid, 
therefore, does not depend upon morphology 
or microscopy but is arrived at because the 
lesion, which has tuberculoid structure, oc- 
curs in or on the face, in areas where rosacea 
may occur—not because it looks like ordi- 
nary rosacea, but because it occupies the 
same areas! 

Having decided that the case is one of 
rosacea-like tuberculid, the presenter of the 
case then is confronted with proving that 
the “tuberculid” is tuberculous. How? The 
usual approach is hurriedly made. Stains for 
bacilli in the sections are invariably negative. 
The tuberculin reaction may or may not be 
positive. This depends upon many factors, 
and, if it is positive, does not prove the 
lesion to be tuberculous. Examinations of 
the chest and gland-bearing areas may yield 
evidence of value. Animal inoculations have 
been negative in most of the cases reported. 
Thus, the presenter may be confronted with 
a decision between retracting his diagnosis 
or adhering to the diagnosis of tuberculid 
in spite of the fact that no tuberculosis can 
be either suspected or proven. 

He may state that the histologic findings 
hint at tuberculosis and that if it is not 


Michelson 


is it? The answer 
from my point of view would be lupoid 
rosacea, 


tuberculous then what 


Doubt concerning the existence of rosacea- 
like tuberculid has been expressed before 
many dermatological societies. For example, 
F. Sommer,! at the Congress of the German 
Dermatological Society held in Hamburg 
in 1948, presented a patient with the diag- 
nosis of rosacea lupoides. This 34-year-old 
woman had livid plaques on the cheeks, in 
which there were numerous yellowish-brown 
small papules which, under glass pressure, 
had the appearance of apple jelly. There 
were also some pustules. Histologic exami- 
nation revealed, among other findings, areas 
of tuberculoid structure. There was no 
proof of the presence of systemic tuber- 
culosis. 

The case provoked considerable discus- 
sion. Moncorps thought that the diagnosis 
rested between rosacea and lupus miliaris 
faciei, but remarked that the necrosis found 
in the latter condition was absent. Miescher, 
who has shown great interest in this intrigu- 
ing problem, in his usual learned way, 
called attention to Lewandowsky’s first de- 
scription of a rosacea-like eruption with 
interspersed nodules, which were positive 
under diascopic pressure and histologically 
were small, tuberculoid granulomas. He 
further emphasized that histological analysis 
of many cases of rosacea revealed that there 
was no sharp boundary between some forms 
of rosacea and the tuberculids of the face. 
He also stated that deeper excisions often 
showed tuberculoid granulomas in the sub- 
cutis that could not be demonstrated clin- 
ically. He proposed the view that the nodules 
found in tissue already altered by rosacea 
might be microbids, but he was not yet 
convinced about the etiology. His animal 
experiments gave results negative for tuber- 
culosis. Jordan stated that in such cases 
as the one presented one need only consider 
rosacea-like tuberculid and lupoid rosacea. 
He upheld Miescher’s views and reempha- 
sized the frequency with which tuberculoid 
structure was found in ordinary rosacea. He 
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also doubted if a true or real rosacea-like 
tuberculid existed. 

Eight years later, at the Vienna meeting 
of the German Dermatological Society 
(1956), G. Ehrmann demonstrated a 35- 
year-old man under the diagnosis of lupus 
follicularis disseminatus faciei.2_ The erup- 
tion consisted of small papules, occurring 
in the central portions of the face, which 
were brown and which were diagnosed 
histologically as “Kaposi acne.” A search 
for systemic tuberculosis yielded negative 
results. Treatment with isoniazid ( Rimifon) 
(antituberculosis drug) and Grenz rays was 
not successful. 
negative. 


The tuberculin reaction was 


Sixteen members of the Society entered 
the discussion, but I shall not quote all of 
the opinions expressed. Gottron, whose ex- 
perience with cutaneous tuberculosis is im- 
pressive, stated, in part, that lupus miliaris 
faciei lesions did not appear in erythematous 
areas. This caused him to favor a diagnosis 
of lupoid rosacea, rather than the presenting 
diagnosis. G, Riehl mentioned that ordinary 
treatment for rosacea was effective only in 
cases that actually were rosacea and not in 
cases of rosacea-like tuberculid. O, Braun- 
Falco called attention to the fact that 
isoniazid (INH) therapy is not specific and 
should not be used as a diagnostic criterion. 

A. Wiedmann expressed a view which im- 
pressed me, namely, that when one seeks 
to make a differential diagnosis ex juvantibus 
in such cases, one is on very uncertain 
ground. Neither the morphology nor the 
histology nor even animal inoculations can 
give conclusive evidence. We have no known 
method today which allows certain differen- 
tial deductions. Miescher was also present 
at this meeting, and he stated that a clear 
differentiation between lupus miliaris faciei, 
rosacea-like tuberculid, and micronodular 
rosacea (note the term!) is not only clin- 
ically, but also histologically, uncertain. 
Transitional forms exist: For example, a 
case which is clinically lupus miliaris faciei 
may not have the classic microscopic find- 
ings, with the caseating granuloma, but may 
show merely a collection of epithelioid cells, 
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with or without the halo of lymphocytes 
which is characteristic of rosacea-like tuber- 
culid. On the other hand, in typical cases 
of micronodular rosacea, often a collection 
of lymphocytes with a central area of epithe- 
lioid cells is found. 

Thus one notes that leaders in the German 
Dermatological Society realize the difficulty 
of the problem and that they do not believe 
that differentiation between forms 
of rosacea and types of facial tuberculids 
is possible with the methods that we possess 
as this time. 


certain 


American dermatologists, because of their 
relatively small experience with cutaneous 
tuberculosis, more certain 
views, especially about the morphology of 
rosacea-like tuberculid. For example, a 34- 
year old woman was presented by the Uni- 
versity Hospital Staff before the Detroit 
Dermatological Society meeting held in Ann 
Arbor, Mich., on March 13, 1957, under 
the diagnosis of rosacea-like tuberculid of 
Lewandowsky. The eruption had been pres- 
ent for four years and consisted of apple- 
jelly nodules in areas of erythema on the 
cheeks and bridge of the nose. Findings for 
tuberculosis were negative, except for a 
positive skin test to O. T. 1:10,000. Treat- 
ment had been with isoniazid. Histologically, 


seem to have 


there were epithelioid foci suggestive of 
young tubercles, thus supporting the diag- 
nosis of a tuberculid. 

Blumenthal, whose experience with cu- 
taneous tuberculosis is large, expressed 
views which are in accord with those of 
continental dermatologists. He stated that 
it is very difficult to classify an individual 
tuberculid. He 
thought this particular case, as a whole, 
gave the picture of rosacea-like tuberculid, 
but were those of lupus 
miliaris faciei. He emphasized the resist- 
ance of antibiotics and 
antituberculosis drugs but stated that self- 
healing was a common tendency. He brought 
out the occurrence of combinations of lesions 
which had one or another characteristic. 
Butler stated that he had treated this same 
patient over a long period, and he expressed 


case tuberculosis or 


some lesions 


sucn cases to 
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astonishment at the resistance to the various 
antituberculosis remedies that he had tried. 
Curtis said he was reluctant to use steroids, 
which a member of the Society suggested, 
but he thought streptomycin and isoniazid 
should be used.* 

Catinella, at the Atlantic Dermatological 
Conference, held in Boston on March 23, 
1957, presented a 36-year-old female pa- 
tient with the diagnosis of 
tuberculid (micropapular tuberculid). The 
eruption had been present for one year, and 
there had been partial remissions followed 
The lesions were small 


rosacea-like 


by exacerbations. 
red or brown papules and nodules, some 
covered with scales ; others bore crusts. The 
tuberculin reaction was positive, but all other 
searches for tuberculosis were negative. 
Biopsy specimens showed discrete and con- 
fluent epithelioid tubercles without caseation 
necrosis, but there was a thick surrounding 
wall of lymphocytes.* 

The discussion by five members expressed 
the same uncertainty that one encounters in 
most of the reports. The presenter stated in 
part that the reason for classifying the case 
as rosacea-like tuberculid or as micropapular 
tuberculid was merely that it fitted what had 
previously been considered the classical de- 
scription of the disease. 

This I consider worthy of comment, for 
I find that it is very difficult to decide what 
“the classical description” of the disease is. 
| have encountered a number of other case 
presentations, largely before continental 
dermatological societies, but the above quota- 
tions are representative of the mixed feelings 
that members express about the problem. 

There have been only a few special articles 
in the literature on the subject of rosacea- 
like tuberculid, and none in the last few 
years. I shall not review the past literature, 
for it is readily available to those interested. 
Of the more recent literature on the subject, 
the article by Lissia® is of interest. This 
communication was presented before the 
Italian Dermatological Society on April 25, 
1954. 

The author discussed the clinicomorpho- 
logical characteristics of the condition. He 
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thought that the results of culture allowed 
him to exclude pyogenic infections, and he 
readily excluded the usual diseases con- 
sidered in differential diagnosis, but the 
exclusion of lupus miliaris faciei he found 
more difficult. He also pointed out that if 
there the 
under isoniazid therapy this fact spoke in 
favor of the tuberculous etiology. Lissia 
does not discuss the difficulty of excluding 
lupoid rosacea, but he does bring out many 
immunologic and biologic facts concerning 
the pathogenesis of tuberculids. 


were a reactivation of process 


As already mentioned, an important point 
in this discussion is to evaluate, if possible, 
the meaning and use of the term tuberculid. 
tuberculosis of the 
skin and tuberculids exist? And if it does, 
what are the criteria for differentiation? 
This subject was ably discussed by Bolgert 
and Lévy.* They insist that there is no 
fundamental difference between the so-called 
true tuberculoderms and the dermic tubercu- 
lids. 


Does a division of 


They note that bacilli are rare or 
absent in both groups, admitting that there 


is a greater degree of bacillary negativity 


in the tuberculids. However, bacterial 
identification, even though highly desirable, 
is of little practical value because of the 
uncertainty of our present-day methods, 
They 


anatomical considerations do 


regardless of the clinical grouping. 
mention that 
for so- 
called typical tuberculous structure is often 
rudimentary, 


not allow a clear-cut distinction, 
even in types such as lupus 
tuberculosis cutis, 
which are universally considered to be 


vulgaris or verrucosa 
tuberculous in origin. Certainly, microscopic 
examinations do not permit one to state 
that there is a distinct histologic form of 
which should be 
tuberculid reaction. Tuberculoid structure 
must be present before tuberculosis may 
even be considered as the cause of a patho- 
logic reaction in a case under consideration. 
Also, every experienced histologist realizes 
the difficulty encountered in pronouncing a 
for tuberculoid 


tuberculosis called a 


specific cause structure. 
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Therefore, one must conclude that tubercu- 
losis cutis and tuberculid cannot be separated 
on an anatomical basis. 

These authors further admit that tuber- 
culin sensitivity is an aid in diagnosing all 
forms of tuberculosis, but it is positive in 
almost all forms of cutaneous tuberculosis; 
thus it is not of specific value in the dif- 
ferentiation of types. 

In spite of the fact that there is much in 
common in tuberculosis cutis and tubercu- 
lids, one must state that there is a very 
marked difference  pathogenically 
morphologically. Usage has established the 
term “tuberculid,” and efforts to substitute 
a more accurate term, such as “tuberculosis 


and 


papulonecrotica,”” have not received universal 
acceptance. Gans, in the first edition of his 
book on histopathology, proposed a classifi- 
cation of cutaneous tuberculosis in which 
he eliminated the term tuberculid, but the 
nomenclature he proposed is rarely used 
when cases are presented before dermato- 
logical societies the world over. 

One must conclude, then, that the term 
“tuberculid” has a special meaning for 
dermatologists and that it is based on a con- 
cept of the pathogenesis, evolution, and 
morphology of a certain group of lesions. 
It is assumed that the lesions result from 
a vigorous local reaction to hematogenously- 
implanted tubercle bacilli in a subject whose 
skin has a high degree of resistance to 
tuberculous infection and that, because of 
the accompanying allergy, the lesions are 
successfully localized, have certain character- 
istics, and are more or less self-healing. 

I do not believe that dermatologists, in 
using the term “tuberculid,” attach to it any 
particular form of bacillary disintegration, 
special cellular reaction, or, above all, toxic 
—not bacillary—origin. I furthermore do 
not believe that they associate the presence 
of tuberculid lesions with active systemic 
tuberculosis, although they should search 
for the presence of a demonstrable or occult 
focus when they use the term. Even though 
patients who exhibit tuberculids usually do 


not show evidence of severe tuberculosis, it 
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cannot be stated that all patients with 
tuberculids have a high degree of resistance 
to tuberculosis. In my own experience I 
have seen patients die of pulmonary tubercu- 
losis who had previous, and even simul- 
taneous, outbursts of papular 
tuberculids. 


necrotic, 


How, then, may what has been said apply 
to the disease in question? Is the so-called 
rosacea-like tuberculid a particular form of 
tuberculosis, aside from its morphologic 
changes? Or may it be grouped with the 
papular tuberculids and therefore be ap- 
praised in much the same manner that 
tuberculids are when they occur in other 
parts of the body? 

Each distinct form of tuberculid has cer- 
Thus, 
lichen scrofulosorum has lichenoid lesions, 
usually the trunk, often 
associated with tuberculous adenitis, and oc- 
curring almost exclusively in children. Ery- 
thema induratum is found on the lower legs, 
occurs more commonly in females, tends to 
seasonal recurrence, etc. But the necrotic, 
papular tuberculid varies as to size and 
areas of location and tends to have different 
characteristics in different locations. The 
lesions may be minute hard papules, or they 
may be fairly large soft nodules. They may 
remain as papules until they regress, or they 
may necrose, ulcerate, and slough, leaving 
a scar. 


tain well-established characteristics. 


appearing on 


In any event, they represent the 
well-known cycle of the pathologic changes 
of tuberculosis. If the lesions occur on the 
face, and if they are of fair size, they repre- 
sent what historically was known as acnitis. 
If the lesions are small, with little visible 
retrogressive change, they are termed micro- 
papular or micronodular tuberculids. 

But if these small lesions occur in ery- 
thematous or telangiectatic areas, and if the 
over-all picture is suggestive of rosacea, the 
term “rosacea-like tuberculid” is used. In 
this connection, it must be stressed that the 
lesion essential for such a diagnosis must be 
one that is consistent with a form of 
tuberculid and not merely a lesion with an 
erythematous base, occurring in a special 
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location, but it must be a papule, of varying 
If, then, the ex- 
tuberculoid 


size, density, color, ete. 
cised lesion shows distinct 
structure, which predominates the reaction, 
and if there is other corroborative evidence 
for tuberculosis, one cannot find fault with 
the diagnosis of tuberculid, 


even though he may not like the term. 


rosacea-like 


Resistance to the diagnosis arises when 
the diagnosis is made with a frequency that 
is out of all proportion to the number of 
patients, with other forms of tuberculids, 
that are observed, for example, in a geo- 
graphic locality for which there is a more 
or less fixed ratio of the number of cases 
of tuberculosis cutis which may be expected 
in a given period of time. When very few 
patients with papular tuberculids are pre- 
sumably encountered in such a locality, and 
the number of patients presented under the 
diagnosis of rosacea-like tuberculid 
creases, it is difficult to believe that, for 
some unaccountable reason, tuberculosis 
cutis, in the form of a facial tuberculid, has 
increased in incidence in that particular 
locality. This is especially true when one 
realizes that all other forms of cutaneous 
tuberculosis have disappeared in that locality 
almost to the vanishing point (which is con- 
sistent with the general control of infectious 
tuberculosis ). 

One then must question this specific diag- 
nosis and emphasize that another cutaneous 
co idition may show a similar morphologic 
and histologic pattern. Such a condition is 
papular, nodular, or lupoid rosacea. To be 
sure, one cannot make this diagnosis on a 
basis of ratio alone, but the frequency of 
rosacea compared with the paucity of 
tuberculoderms should certainly be impres- 
sive. In spite of this, differential diagnosis 
is necessary, and, as stated before, such a 
differential diagnosis may be very difficult. 
It must be reiterated that neither rosacea- 
like tuberculid nor small papular tuberculid 
nor papular or mixed forms of rosacea have 
indubitable characteristics. 

The history of the disease is of great 


importance. Patients who have rosacea 


Michelson 


DOES ROSACEA-LIKE TUBERCULID EXIST? 


usually relate a long history of “complexion 
trouble,” the onset of which was slow and 
the development gradual, with periods of 
exacerbation and regression. The condition 
becomes worse with each succeeding out- 
burst. 

Rosacea occurs more commonly in middle- 
aged persons who often state that they had 
acne vulgaris in their younger years. Stokes 
and others have attributed to rosacea patients 
personality and characteristics 
which are valuable in assaying a case. 


vascular 


Tuberculid eruptions often begin with a 
rather sudden outburst, sometimes called a 
“shower.” The lesions are generally of the 
same age, and the are 
alike as to size and character. They reach 


individual lesions 
their maturity in a rather short time and 
then remain in situ, or they may regress. 
Recurrences of necrotic papular tuberculids 
on the olecranon or knee areas are common, 
but there is usually a long period, even 
years, between attacks of the disease. Facial 
tuberculids, for some unknown reason, are 
not apt to recur. The individual lesion has 
no definite fixed properties, but some char- 
acteristics pertain for lesions occurring in 
certain body areas. For example, papular 
tuberculids occurring on the toes or fingers 
are small and have the appearance of a 
small clavus with a dark red or blue sur- 
rounding inflammatory zone. Lesions oc- 
curring at the elbows are often pustular, 
while those on the lower leg may be topped 
with dark, almost black crusts. Tuberculids 
on the face vary in size, are almost always 
of a yellowish-red or brown color, are soft 
and individual 
lupus vulgaris nodule. 


smooth, and resemble an 

The microscopic anatomy consists of two 
kinds of inflammation. The superficial cen- 
tral portion is banal and necrotic, while the 
lower peripheral portion shows tuberculoid 
structure, often in the form of well-formed 
but not caseating tubercles. There may be, 
and often is, a fair degree of lymphocytic 
infiltrate about the entire papule, but the 
immediately adjacent tissue is free from re- 


action. Elastic tissue stains reveal a com- 
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plete destruction of the elastic fibers in the 
central portion, but the elastic fiber outlines 
of blood vessels can usually be found. 


The lesions are not necessarily follicular; 


in fact, often they are not follicular. In 
lesions of papular rosacea the reaction fre- 
quently is found around the sebaceous ap- 
paratus; often remnants of sebaceous glands 
can easily be identified. The reaction in this 
locale may even have some of the charac- 
teristics of the phagocytic stage of steato- 
necrosis. The tuberculoid structure found 
here may well be a foreign-body reaction 
against the disintegrating sebaceous (fat) 
cells. In lupoid rosacea a pure epithelioid 
reaction is rare and complete tubercle for- 
mation is not anticipated. 

In spite of the quoted differences, there is 
always an element of doubt in a differential 
microscopic diagnosis. 

Lupus miliaris faciei may be diagnosed 
clinically with a high degree of accuracy. 
The localization on the eyelids, the upper lip, 
and the chin: the sharply outlined, small, 
lozenge-shaped papule; the completely nor- 
mal surrounding tissues, and the central 
softening of the lesion are evidence favoring 
the diagnosis. The classical microscopic pic- 
ture is that of a sharply outlined, small mass 
of tuberculoid reaction, tubercle-like in as- 
pect, with or without strong central necro- 
sis. The condition occurs most commonly 
in young adult males. It almost never recurs, 
and it is self-healing in about 12 to 18 
months’ time. The cause of lupus miliaris 
faciei has not been established, in spite of 
the classification with tuberculoderms. Le- 
sions which meet the foregoing description 
may be found, interspersed with other papu- 
lar lesions, in both micronodular tuberculids 
and lupoid rosacea, but in a well-authenti- 
cated case of lupus miliaris faciei the erup- 
tion is monomorphous. 

The differential diagnoses of these con- 
ditions cannot be described further. It can 
only be stated that all patients who have 
papular lesions on the face which resemble 
any of the above-described diseases require 
careful, slow, deliberative study and that a 
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final diagnosis should be delayed until all 
the evidence is evaluated; furthermore, a 
period of observation, even with therapeutic 
trials, is advisable. 

On a percentage basis, one should give 
the diagnosis of “lupoid rosacea’’ priority, 
especially in a middle-aged female patient. 
Tuberculosis as a cause of this condition, 
or even implied in a diagnostic term, should 
not be utilized until a definite proof of 
tuberculosis has been established. The far- 
reaching psychological effects of a diagnosis 
of the presence of tuberculosis are too great, 
not only on the patient but on his family, 
to be entered into without deep thought. 

I am convinced, from my own experi- 
ence and from a review of the literature on 
reported cases, as well as from those cases 
of cutaneous tuberculosis recently reported, 
that papular tuberculids of the face rarely 
occur and, furthermore, that the micropapu- 
lar type of lesion, which may occur in pa- 
tients whose eruption an over-all 
appearance of rosacea, is extremely rare. 
The knowledge concerning lupoid rosacea is 
not complete; certainly it is not final. In 
fact, there is much yet to be known about 
any type of rosacea. 

In conclusion, one might state that the 
possibility of rosacea-like tuberculid exists, 
but an assay of the literature and a review 
of one’s own experience impresses one with 
the extreme rarity of well-authenticated 
cases which meet the rigid requirements for 
the diagnosis. 

715 Medical Arts Building. 
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A Localized Outbreak in New York of Tinea Capitis 


Due to Trichophyton Violaceum 


Infection of the scalp with Trichophyton 
violaceum is a rare finding in the United 
States, although it is common in other 
areas of the world.’* At the Skin and 
Cancer Unit of University Hospital, New 
York, there have been eight cases of tinea 
capitis due to T. violaceum from 1946 
through 1957 (seven cases reported before 
1956 * and one since). Other sporadic cases 
of scalp infection with this organism have 
been reported.5.* 

The observation of two species of fungi 
simultaneously infecting the same scalp is 
rare. Muskatblit* has reviewed the earlier 
literature on this subject and reported his 
own case of a combined scalp infection with 
T. schoenleini and T. violaceum. Other re- 
ports describe mixed infections of the scalp 
with Microsporum audouini and M. canis,° 
T. schoenleini and T. violaceum,® ¢. viola- 
ceum and T. tonsurans,?° and T. granu- 
losum and T. violaceum."! 

The purpose of this paper is to report on 
a localized outbreak of tinea capitis due to 
T. violaceum, with observations on mixed 
fungous infections of the scalp. Brief 
mention of this outbreak has already been 
made by Hazen et al.,!* who have also noted 
mixed scalp infections with T. violaceum 
and M. audouini and also with T. violaceum 
and M. canis. 
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Observations with Special Reference to Mixed Infections of the Scalp 


STANLEY A. ROSENTHAL, Ph.D.; DOROTHY FISHER, M.D., and DOMENICA FURNARI, B.A., New York 


Method 


state school * 


for mentally 


All patients of a 
retarded persons were examined by staff physicians 
for clinical evidence of tinea capitis. Those with 
positive clinical signs were referred to us for 
further examination and included 88 patients from 
5 to 17 years of age. They were examined under 
regular artificial light and under Wood's light. 
Both greenish fluorescent hairs and nonfluorescent 
hairs from clinically involved areas of the scalp 
were plucked, cultured on Sabouraud’s agar and 
Sabouraud-antibiotic agar,“ and examined micro- 
scopically, both in NaOH preparations and after 
staining by the Hotchkiss-McManus technique. 
Cultures were incubated at room temperature and 
examined periodically, being discarded as negative 
only after incubation for four weeks. Two or 
more mycologic examinations were done on many 
of the subjects. 


Results 


Clinical Observations.—In the subjects 
infected only with T. violaceum the most 
prominent sign of infection was the pres- 
ence of grayish-white, somewhat adherent 
scales, which occurred in irregularly con- 
toured patches. The hairs were relatively 
sparser in these areas but not necessarily 
broken off. A few scalps exhibited mild 
superficial folliculitis with pyogenic infec- 
tion. “Black dots’ were seen in only a 
single instance. 

It is important to note that the majority 
of clinically screened cases in this series 
were not typical in appearance for tinea 
capitis and that the prevalence of tricho- 
tillomania, pyoderma, and eczematoid der- 
matitis in these institutionalized patients 


* Harold H. Berman, Director of the Willow- 
brook State School, Staten Island, N. Y., co- 
operated in making this study possible. 
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made differential diagnosis difficult on clin- 
ical grounds alone. 

Mycologic Studies —Of the 88 subjects 
who showed clinical signs of tinea capitis, 
44 (50%) yielded cultures of T. violaceum, 
either alone or in combination with other 
fungi. In three additional subjects micro- 
scopic examination of hairs showed large 
spored endothrix fungi but no cultures 
were obtained. Cultures of M. audouini 
and/or M. canis were isolated from 27 
subjects (30% ), while 17 (20%) were cul- 
turally negative. 


Results of Cultural Examination of Hairs from 
Eighty-Eight Subjects with Clinical Evidence 
of Tinea Capitis 


Subjects, No. 

Single infection of the scalp 
T. violaceum 16 
M. audouini 14 
M. canis 8 

Double infection of the scalp 
T. violaceum & M. audouini 
T. violaceum & M. canis 
M. audouini & M. canis 

Triple infection of the scalp 
T. violaceum, M. audouini, & M. canis 


Culture 


No culture obtained 


A large number of mixed infections were 
encountered (Table), including infections 
with T. violaceum and a Microsporum or 
with two species of Microsporum. In addi- 
tion, from each of four subjects, cultures 
of T. violaceum, M. canis, and M. audouini 
were obtained. In three of the four cases, 
all three fungi were isolated from hairs 
taken at the same time. From the fourth 
case, T. violaceum was isolated at first; 
two months later under Wood's light fluo- 
rescent hairs were observed and M. audou- 
ini and M. canis were simultaneously 
cultured. To our knowledge, this is the 
first recording of three fungi simultane- 
ously infecting the scalp. 

The isolation of T. violaceum appears to 
be enhanced by the addition of cyclohexi- 
mide and chloramphenicol to Sabouraud’s 
agar, as was also shown to be the case with 


other fungi.’* In 139 duplicate plantings 


on both Sabouraud’s agar and Sabouraud- 
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cycloheximide-chloramphenicol agar from 
the 88 subjects, T. violaceum was isolated 
25 times on an unfortified medium and 31 
times on the antibiotic-containing medium. 

The microscopic and cultural character- 
istics of the T. violaceum strains were typi- 
cal. Infected hairs were either completely 
packed with large spores (‘sack full of 
nuts”) or showed branching chains of 
fungous hyphae within the hair, the latter 
probably representing an early stage of hair 
Cultures on either Sabouraud’s 
or Sabouraud-antibiotic agar were slow- 
growing; the center of the colony was at 
first pale lavender with a gray border, but 
as the colonies aged the color became dark- 
er in various shades of purple. Fully grown 
cultures were glabrous, convoluted, and 
raised. Microscopically, the cultures showed 
only septate, branching filaments with 
chlamydospores. When a few strains were 
grown on_ thiamine-enriched medium," 
microconidia were formed in small num- 
bers, but the production of fuseaux was 
not observed. 


invasion. 


Comment 


The clinical picture seen in our series of 
scalp infections with T. violaceum did not 
usually show the classic, “black dot” type of 
morphology. Infected areas showed various 
degrees of scaling and erythema with 
broken-off hairs several millimeters long. 
Often normal-appearing hairs were also 
present in these areas. This same clinical 
picture may also be found with T. tonsu- 
rans infection.’ 

The source of the T. violaceum outbreak 
in this state school for the mentally re- 
tarded is unknown, but the organism has 
been isolated repeatedly since 1953.12. The 
large number of infections found here 
caused by this species of fungus calls atten- 
tion to the vulnerability of persons in the 
United States to fungous diseases caused 
by organisms which often are considered to 
be mainly of academic interest. The close 
personal contact necessitated by institu- 
tional life may well be a cause of consider- 
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LOCALIZED OUTBREAK OF TINEA CAPITIS 


able dissemination of fungous diseases due 
to species which otherwise rarely produce 
disease in the United States. 

A surprisingly large number of mixed 
fungous infections of the scalp was ob- 
served during this study. Of 71 subjects 
with culturally proved tinea capitis, 33 
(46%) showed a mixed scalp infection, 
with four of these each yielding three 
species of fungi. The prolonged intimate 
contact among these subjects would appear 
to facilitate contagion. 

Previous authors have that 
x-ray epilation followed by topical medica- 
tion appears to be the treatment of choice 
in T, violaceum infections of the scalp.? 
We are following a similar regimen in our 
series of T. violaceum infections. The re- 
sults of our therapy will be the subject 
of a future report. 


reported 


Summary 


The clinical and laboratory findings in 
an outbreak of tinea capitis in a school for 
the mentally retarded are described. Trich- 


ophyton violaceum was isolated from 44 of 
88 subjects with clinical tinea capitis. 
Thirty-three cases of mixed fungous infec- 
tion of the scalp were found, including four 
with a triple mycotic infection. 

University Hospital, 303 E. 20th St. (3). 
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Histiocytosis X (Granulomatous Reticuloendotheliosis) 


Report of a Case of Chronic Disseminated Reticuloendotheliosis Whose Evolu- 
tion May Have Some Bearing on the Classification 


BENJAMIN BENDER, M.D., and IRVING N. HOLTZMAN, M.D., Brooklyn 


Review of Some Problems of 
Reticuloendothelial Hyperplasia 


The reticuloendothelial system of the 
body responds to numerous _ stimulating 
agents by proliferation. This is termed 
systemic reticuloendotheliosis and occurs 
specifically in the acute infection of typhoid 
fever; in the chronic specific granulomas of 
syphilis, tuberculosis, and leprosy, and in 
deep mycotic infections of histoplasmosis, 
coccidiomycosis, etc. When a specific excit- 
ing agent is not demonstrable, diagnosis is 
based on clinicopathological correlations. 
Such is the case in Hodgkins disease, sar- 
coidosis, and a group of conditions known 
individually as  Letterer-Siwe disease, 
Hand-Schiiller-Christian disease, and eo- 
sinophilic granuloma. 


It is now generally accepted that Letterer- 
Siwe disease, Hand-Schiiller-Christian dis- 
ease (noted hereafter, respectively, as L-S 
disease and H-S-C disease), and eosino- 
philic granuloma of bone and other organs 
represent variations in response to as yet 
undiscovered etiologic factors. The evolu- 
tion of this concept has been similar to that 
which has taken place with respect to forms 
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of sarcoidosis and lupus erythematosus. 
These clinical syndromes with multiple sys- 
tem involvement have been unified, each 
under a single nosologic heading. The com- 
mon denominator for each disease has been 
the characteristic tissue response, demon- 
strable histologically. 

The integration of eosinophilic granu- 
loma, H-S-C disease, and L-S disease as 
related manifestations of a single entity by 
Lichtenstein ** is a fundamental contribu- 
tion. His suggestion that these be desig- 
nated for the purpose of specific reference 
as histiocytosis X has much merit. The 
term is brief and inclusive and obviates the 
need for cumbersome terminology. 

The contributions to the histogenesis of 
histiocytosis X (under its various other 
names) by Farber,!! Green,!* Jaffe and 
Mallory,24 and Engel- 
breth-Holm have been most important in 
elucidating the common denominator of this 
basic reticuloendothelial reaction. Special- 
ized case reports, too numerous to detail, 
and clinical reviews have delineated the 
variability of form which this tissue re- 
sponse can produce. In the main, the pedi- 
atric aspects have been well elaborated,*:*: 
12,13,27,33,39 because it is in this age group 
that most clinical cases occur. The cutane- 
ous, skeletal 14:15.18,22 and 
orificial *4 aspects have been presented 
rather fully because of the fair frequency 
with which these systems are affected. The 
gynecologic,”® specific neural,?* and pulmo- 
nary 717-42 phase of histiocytosis X have 
been the subject of fewer communications, 
which indicates the rarity of organ damage 
in these areas in a disease uncommon in 
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HISTIOCYTOSIS X 


itself. Radiologic studies have been com- 
prehensive.® 16:35 

In Lichtenstein’s integral concept of 
histiocytosis X, the allocation of different 
clinicopathologic variations or combinations, 
of which our case is one, becomes a reason- 
able procedure. Instead of singling out the 
dominant pathologic process (e. g., eosino- 
philic granuloma, nonlipid histiocytosis, or 
lipid histiocytosis) or the outstanding clin- 
ical pattern, and trying to force an eponym 
on it, when neither the L-S nor the H-S-C 
label really fits, one may feasibly employ 
a dynamic correlation. Thus, eosinophilic 
granuloma localized in one or several bones 
seems to be the most benign form of histio- 
cytosis. The process may remain localized, 
or it may progress to systemic involvement. 
The disseminated form of histiocytosis X 
may be acute (L-S type) and terminate 
rapidly or it may evolve slowly and show 
features of the H-S-C syndrome. When 


fully developed, the disseminated chronic 
form may be equated with the H-S-C syn- 


drome when it is complete; oftener it is not 
complete. There may be destructive osseous 
lesions of eosinophilic granuloma or extra- 
skeletal lesions, in the skin for example. 
There may be acute or subacute episodes 
simulating an L-S pattern. Or there may be 
any combination of involvement of bone, 
skin, mucous membranes (including anal or 
genital), pituitary gland, brain, 
nodes, lungs, or liver. 


lymph 


The histologic findings present in the 


various clinical 
ble 10,15,18,24 


forms are varia- 
The earliest tissue response 
may be a nonlipid histiocytosis, the picture 
of L-S disease, and remain so despite the 
chronic clinical form which eventuates. Or 
it may be an eosinophilic infiltrate (granu- 
loma) which persists, though the clinical 
form develops into a disseminated process 
of subacute or chronic type. Biopsy speci- 
mens from multiple sites in a_ given 
disseminated case may show in one area 
eosinophilic granuloma and in another a 
nonlipid histiocytosis. Whether, when, and 


how rapidly the histiocytes will undergo 


RBender—Holtzman 


lipidization (the fate of the histiocytes in 
H-S-C syndrome) is unpredictable. So, too, 
ultimate fibrosis, which ends the pathologic 
activity, is also not of necessity correlated 
with torpidity or chronicity of the clinical 
disease. The clinical syndrome that de- 
velops is the direct result of the physical 
presence in functioning organs of an infil- 
trate, whether it be eosinophilic, histiocytic, 
or fibroblastic. 

Our attention was drawn to this histio- 
cytic triad by a unique case herein pre- 
sented. Initially, this case posed a problem 
in dermatologic diagnosis; as its ramifica- 
tions unfolded over a period of years, it 
became a problem in nosology, and this we 
have attempted to present in accord with 
certain recent 


Report of a Case 


A 43-year-old white woman was admitted 
Bellevue Hospital in November, 1953, with a burn- 
ing, itching, and crusting eruption of the scalp, 
of six months’ duration, the onset of which she 
related to a hairdressing procedure. Her symptoms 
appeared first at the vertex and in four months 
had spread slowly to involve the entire scalp. In 
the two months preceding hospitalization an erup- 
tion had appeared on the forehead, at the sides of 
the nose, on the chest, in the axillae, on the lower 
back, and finally on the vulva and the adjacent 
skin. She had been under ambulant dermatologic 
care in this six-month period with an initial 
diagnosis of impetiginized seborrheic dermatitis and 
had had what could be considered adequate local 
and systemic antiseborrheic and antibacterial 
therapy. She had made no response to treatment 
and was finally hospitalized. 


Fig. 1.—Appearance of scalp on admission. 
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Prior to the scalp trouble she had been well, 
except for some soreness of the gums and loosening 
of the teeth which she had noticed a few months 
earlier. 

Examination of the skin on admission showed 
a thick foul adherent crust over a vegetating base 


of papules and small nodules covering the entire 
scalp; a few frank pustules were present at the 
periphery. There was some slight hair loss. On 
the forehead, about the nose and mouth, over the 
chest, on the lower back, and in the axillae was 
an eruption consisting of fairly dull erythematous 
papules, 2 to 5 mm. in diameter, each of which 
had a hard adherent crust that gave a coarse, 
grater-like feel. Within and about the vulva and 
in the paranasal and nasolabial folds the papules 
were grouped, softer, oozing, and vegetating. On 
the vulva a few pustules were present (Figs. 1, 
2, and 3). 

There were few other positive findings. A 
moderate gingivitis was present. The liver was 
questionably enlarged. A few palpable posterior 
cervical nodes were found (and related to the 
scalp infection). 

Pending further investigation, three clinical diag- 
noses were considered: (1) pyoderma complicating 
seborrheic dermatitis, (2) keratosis follicularis, and 
(3) pemphigus vegetans. 

Treatment was instituted with compresses, 
several broad-spectrum antibiotics in succession, 
and 40 to 60 units daily of corticotropin. 

Hematologic and chemical laboratory examina- 
tions were not contributory. X-rays of the chest 
and long bones were reported as normal. Biopsy 
from a paranasal nodule was reported as showing 
chronic dermatitis, nonspecific. 
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Fig. 2-—Appearance of 
forehead on admission. 


After the patient had had no response to in- 
tense antibiotic and steroid therapy, further biopsy 
specimens were taken from the scalp, from a 
papule on the glabrous skin, and from the vulva. 


Fig. 3.—Appearance of chest on admission. 
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Fig. 4.— Photomicro- 
graph of specimen. Hema- 
toxylin and eosin; 
reduced about 40% from 
mag. 250. 


Fig. 6. — Photomicro- 
graph of specimen. Retic- 


ulum stain; * 500. 
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Fig. 5. — Photomicro- 
graph of specimen. Hema- 
toxylin and eosin; 
reduced about 40% trom 
mag. X 1000. 
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Fig. 7—X-ray of skull on admission. 


Now, in all these, a similar pathologic pattern 
was seen; throughout the corium was an infiltrate 
mainly of large histiocytic cells having pale-stain- 
ing cytoplasm and large vesicular nuclei. There 
were scattered foci of eosinophilic polymorpho- 
nuclear and mononuclear cells with a few lympho- 
cytes and plasma cells. The infiltrate extended 
to the level of the coil glands. A reactive acanthosis 
was present in the epidermis. Special staining for 
reticulum (Foot) showed a finely developed 
argyrophilic network almost investing each histio- 
cyte. The impression in toto was of reticulo- 
endotheliosis, type undetermined (Figs. 4, 5, and 6). 


The histologic findings opened up a fresh diag- 
nostic vista. Now, on specific questioning, the 
patient said that she had been drinking water and 
voiding urine a good deal; this was confirmed 
objectively by a measured fluid intake of 5 liters 
in 24 hours, followed by an output of 4 liters. The 
urinary specific gravity was consistently in the 


range of 1.001 to 1.008. X-ray studies of the 
skull now disclosed areas of demineralization and 
irregularly speckled bone rarefaction involving the 
vault “consistent with Hand-Schuller-Christian 
Disease” (Figs. 7 and 8). 

Exophthalmometry and perimetry were normal. 
Check on previous laboratory work showed neither 
glycosuria nor hyperglycemia; total cholesterol was 
252 mg. %; cholesterol esters, 156 mg. %. Bone 
marrow examination was normal. 

Since therapy with corticotropin and antibiotics 
had not been satisfactory, and because of the 
rather histiocytes present, superficial 
x-ray therapy was administered to the following 
areas: scalp, vulva, face, and chest. Each area 
received a total of approximately 300 r given at 
fractions of 75 r each week between February 
and April, 1954. Factors used in superficial x-ray 
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therapy throughout were 100 kv., half-value layer 
0.8 mm. Al, 25 om. target-skin distance. 

In all treated areas there was excellent resolution 
of lesions, so that on discharge on April 23, 1954, 
the patient had only pigmentation on the face and 
forehead and minimal erythema and_ thickening 
of the skin of the anogenital area. The scalp 
was free of active lesions but showed partial 
alopecia. 

The patient was followed in the outpatient de- 
partment and had no particular complaint until 
Aug. 2, 1954, when she noticed discharge and 
crusting of the ear canals. Otitis externa was 
found on examination and was related to the 
underlying reticuloendothelial disturbance. X-ray 
studies of mastoids and sinuses were made on 
Sept. 17, 1954, and were reported as negative. 

The gingivitis present on her hospital admission, 
for which she refused treatment, became progres- 
sively worse. She also developed erosions on the 
palate. She was given intense topical therapy at 
the New York University College of Dentistry. 
Soreness of her mouth continued to be a plaguing 
complaint. (The oral manifestations have been 
reported independently elsewhere. ) 

The aural discharge was the first sign of a 
reactivation of disease in her skin. By October, 
1954, vegetation and crusting had reappeared on 
the occipital scalp, forehead, folds, 
chin, ears, retroauricular areas, and left axilla, 
to a degree warranting further therapy. In view 


nasolabial 


Fig. 8.—X-ray of skull on admission. 
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of the previous excellent response to 100 kv. radia- 
tion, and anticipating the possible need for re- 
peated courses of radiation therapy, it was decided 
to use grenz ray, especially since the infiltrate in 
the skin was very superficial. Face and scalp were 
treated, each area receiving approximately 2500 r 
given fractionally at weekly intervals between 
October and December, 1954. used in 
grenz ray therapy were half-value layer 0.03 mm. 
Al, 25 cm. target-skin distance. 

By Dec. 10, 


Factors 


1954, all grenz ray-treated areas 
had involuted nicely. The disease remained under 
good control until April, 1955. Again the chin 
showed crusted and vegetative lesions with others 
in previous areas of predilection on the scalp, face, 
ears, axillae, and genitalia. The patient was ad- 
mitted to University Hospital on April 11, 1955. 
Here systemic reevaluation was not productive of 
any new information. Again radiolucent areas were 
found in the skull. Urinary specific gravity re- 
mained around 1.010, although active polyuria was 
not acute. No specific therapy was given, and she 
was discharged to be followed in the outpatient 
department. 

Zecause of progressive aggravation of her skin 
lesions in all involved areas, she was readmitted 
to University Hospital, on Sept. 8, 1955. System 
survey showed some suggestion of improvement in 
the radiolucent skull bone areas; slight linear 
decalcification was present in the long bones and 
pelvis. A chest x-ray was negative. Total blood 
cholesterol was 155 mg. %, with 48% esterified. 
Therapy was started with prednisone, beginning 
with 60 mg., gradually decreasing to 25 mg. daily, 
with some relief, and then with aminopterin, 1 mg. 
daily for two weeks, without any effect. She was 
discharged to the outpatient department taking 30 
mg. of prednisone daily on Sept. 29, 1955. 

On Oct. 17, 1955, she was readmitted for chills 
and fever commencing seven days prior to ad- 
mission which had been followed three days later 
by sudden onset of left facial paralysis and 
anesthesia. The next day she developed weakness, 
nausea, vertigo, and hearing loss referred to the 
left ear. On there were numerous 
papular lesions scattered over the skin of the face 
and trunk but no vegetating lesions were noted in 
the previously involved sites. The left ear was 
draining. The left eye had a large corneal ulcer. 
There were disturbances of sensation, gaze, and 
equilibration, all on the left, indicating involvement 
of the fifth, sixth, seventh, and eighth cranial 
nerves by some lesion in the cerebellopontine angle. 

While she was being studied medically 
neurologically, she had a stormy ophthalmologic 
course; a hypopyon of the left eye developed which 
fortunately responded to chloramphenicol given by 
mouth. The corneal ulcer healed slowly; examina- 


examination 


and 
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tion on Nov. 29, 1955, showed only a small opacity, 
which has persisted. 

Neurologically, there was first some return of 
function in the left facial nerve by Oct. 20, 1955. 
Shortly thereafter there was patchy improvement 
in sensation innervated by the 
trigeminal nerve. Cerebrospinal fluid examination 


over the area 
was normal in all respects on Nov. 4, 1955. Con- 
sidering the lack of progression in nerve damage, 
a neurologic consultant was of the opinion that the 
cerebellopontine angle lesion was probably not a 
true neoplasm but part of the underlying reticulo- 
endothelial infiltrate. 

Otorhinolaryngologic 
left external auditory canal to be full of debris 
and lined with dry red skin. Cranial nerve damage 
as noted above was confirmed. 


examination showed the 


General laboratory evaluation was again negative 
for any findings possibly the basic 
disease. X-ray of the skull showed small punched- 
The lungs were 


related to 


out areas of diminished density. 
clear radiologically. 

Therapy was maintained with prednisone, start- 
ing at 75 mg. This was gradually reduced to 40 
mg. daily, when corticotropin (ACTH) Gel, 50 
units twice daily, was added. At the date of dis- 
charge, she was taking prednisone, 30 mg. daily. 
There had been weight gain of 10 lb., development 
of some “moon” facies, and dorsal “humping.” 

On Dec. 2, 1955, she was discharged, feeling 
generally well but with residual damage in the 
fifth, sixth, and eighth nerves which has remained 
For the next year (1956) she was again an out- 
patient at the New York Skin and Cancer Clinic. 
She was treated successively with (1) prednisone, 
which seemed to give subjective improvement in 
proportion to the dose; (2) aminopterin, 1 mg 
daily for one week in January and February, 1956, 
without improvement, and (3) grenz ray, 200 to 
600 r weekly, to selected areas of active eruption 
in March and again in October, 1956, with little 
improvement. 

On Nov. 19, 1956, the patient’s cutaneous status 
had become so florid that she was readmitted to the 
dermatologic service. Again there was scalp, fore- 
head, axillary, and trunk involvement; papules in 
the exposed sites; vegetations in the moist areas 
The vulva particularly affected. An 
fissure and ulcer were present. Several fingernails 
were thickened and deformed. The left cornea had 
residual scarring. Neurologic examination disclosed 
left-sided partial deafness, facial and corneal 
hypesthesia with diminished corneal reflex, and 
anesthesia of the left side of the tongue and palate, 
all indicating a cerebellopontine angle involvement 
of left fifth, seventh, eighth, and ninth nerves. 
Nevertheless, lack of progression led the neurologic 
consultant again to consider this as a part of 
Hand-Schiller-Christian syndrome, not a 


was anal 


neo- 
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plasm; surgical intervention was not deemed ad- 
visable. Dental examination found a_ rapidly 
deteriorating gingivitis, exposing the remaining 
teeth. Extraction of all the teeth was performed 
without difficulty or complication. Histologic study 
of alveolar bone showed fibrous hyperplasia of the 
marrow and one localized infiltrate of macrophages, 
plasma cells, and lymphocytes; the macrophages 
had a foamy cytoplasm which gave a. slightly 
positive stain for lipid with Sudan III. A pathologic 
diagnosis of reticuloendotheliosis was made. 

Laboratory studies were repeated. An 
casional white blood cell count up to 15,000, with 
a normal differential count, was noted. The urinary 
specific gravity ranged as high as 1.017 (she no 
longer had any polyuria or polydipsia). 


oc- 


Radiologic study of the skull showed accentuation 
of the normal stippling, but no radiolucent areas 
were noted as on previous studies. The chest was 
negative on roentgen examination. 

Biopsy of the skin again showed large clear 
histiocytic cells in the corium without demonstrable 
lipid. 

The response to local medication with potassium 
permanganate compresses, antibiotics, and predni- 
sone up to 50 mg. daily was poor. 
ficial unfiltered x-ray therapy 
Dec. 10, 1956. Increments of 75 r were given, at 
approximately weekly intervals, the frequency and 
total dose being graded to the clinical response. 
By Feb. 4, 1957, she had received 150 r to the 
occiput, forehead, and perianal areas; 75 r to the 
remainder of the scalp, the left axilla, and 
the right retroauricular area; 225 r to the right 
axilla and groins; 300 r to vulva; and 450 r to the 
chin. There was excellent response in all the treated 
areas. For the first time, pitted scarring was 
present on the forehead and chin. No scalp hair 
loss occurred. A few pitted scars were noted on 
the torso where no x-ray had been given. This 
scarring was interpreted as the result of spon- 
taneous involution of vascularized papules which 
had been present. 


Again super- 


was started, on 


This patient remained on outpatient care, re- 
ceiving 10 mg. prednisone daily, until August, 
1957, when there was a rapid reactivation of lesions 
in her usual sites of predilection; she was re- 
hospitalized on Aug. 31, 1957. In addition to a 
profuse eruption of papules on her scalp, chin, 
chest, and lumbar region and concentration of 
lesions about the ears, vulva, and axillae, she had 
lost weight and was depressed and irritable. 

Because of her poor cutaneous state, therapy 
with superficial unfiltered x-ray was started, while 
she was once again surveyed systemically. The 
response was slower and less satisfactory than in 
previous courses, but by Sept. 20, 1957, definite 
improvement was noted. 
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The dose of prednisone was increased to 40 mg. 
a day at the time of her admission, and, when no 
improvement appeared, it was reduced and dis- 
continued two weeks later. 

Neurologic consultation on Sept. 12, 1957, found 
disturbance in recent memory and speech, anosmia 
on the left, bilateral nystagmus, left hypesthesia 
in the distribution of the fifth nerve, bilateral 
reduction in hearing, and some generalized motor 
weakness, suggesting an organic brain syndrome 
with diffuse involvement of the cerebrum, brain 
stem, and cerebellum. However, on Sept. 13, 1957, 
psychiatric evaluation did not find any psychosis 
or organic brain syndrome present, and as_ the 
skin improved the patient’s behavior and attitude 
changed accordingly. 

In October, 1957, occasional episodes of exer- 
tional dyspnea and weakness appeared. On Oct. 
10, 1957, she was transferred to the medical service, 
where evaluation showed a paralysis of the left 
diaphragm, giving paradoxic movement, accounting 
for her dyspnea. X-ray study of the lungs on Oct. 
14, 1957, addition to very limited 
mobility of both domes of the diaphragm, marked 
peribronchial infiltration in both lower lung fields, 
more marked on the right (a lung x-ray on Sept. 
17, 1957, had shown no unusual features). 


showed, in 


On Oct. 18, 1957, the patient was returned to the 
dermatologic ward unimproved generally and with 
her skin in an aggravated state; lesions 
had appeared on the scalp and forehead as well as 
on the chest, where pustulation and crusting were 
present. Several finger paronychias were present. 
Superficial unfiltered x-ray therapy again 
given. Improvement was slow and unsatisfactory. 


more 


was 


On Nov. 4, 1957, an ear, nose, and throat con- 
sultant reported a mixed type of deafness, with 
38 db. hearing loss, left ear; 36 db. hearing loss, 
right ear. Eye examination on Nov. 13, 1957, 
demonstrated no pathology. 

The general and cutaneous state remained poor so 
that on Nov. 28, 1957, in an attempt to gain some 
ground, prednisone therapy was reinstituted at 60 
mg. a day, with rapid subjective and some ob- 
jective improvement. The dose was gradually 
reduced to maintenance at the end of two weeks, 
at 30 mg. a day, and has been continued. 

Because of the rather indifferent effect of the 
last course of conventional x-ray therapy and the 
continuing activity of the skin lesions, on Dec. 
18, 1957, another course of grenz ray therapy was 
administered. 

On Jan. 2, 1958, definite involution of lesions 
was found in the treated areas, with marked 
subjective improvement. 

Laboratory evaluation, aside from the important 
radiologic chest findings, was again unimpressive. 
Although casual urine samples showed a specific 
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gravity of 1.004 to 1.005, a concentrated specimen 
went to 1.017. Hematologically, aside from an 
erythrocyte sedimentation rate of 37 mm. in an 
hour, no unusual findings appeared. Urinary keto- 
steroids, 4.7 mg. %, and 17-hydroxyketosteroids, 
4.7 mg. %, were reported on Oct. 25, 1957. Serum 
electrophoretic studies on Nov. 14, 1957, showed 
ae-globulin broadened, diffuse, and possibly split, 
with £-globulin moderately and albumin slightly 
decreased. 

Reexamination of lung by x-ray on Dec. 13, 
1957, showed no change in infiltration from that 
seen on Oct. 14, 1957, but by Dec. 30, 1957, 
fibrosis and emphysema of both lungs were noted. 
The heart was normal. 

The present outlook 
of persisting disability necessitating hospitaliza- 
tion, and the prognosis, with the appearance of 
pulmonary involvment, is guarded. 


for this patient is one 


Comment 

The patient presented has had, during 
approximately four years of observation, 
involvement of all those organ systems at 
present known to be affected by histiocyto- 
sis X of the Hand-Schiiller-Christian form. 
Nevertheless, she still has not developed 
the classic triad of the syndrome: She has 
no exophthalmos; her diabetes insipidus is 
minimal, and her membranous bone defects 
are minor. 

1. Mucocutaneous Manifestations 
These began as an apparent pyoderma of 
the scalp on a seborrheic base which did 
not respond to antibiotic medication and 
then evolved into a bizarre clinical picture 
suggesting pemphigus vegetans or a severe 
keratosis follicularis. The essential primary 
lesion has been a pin-head- to match- 
head-sized papule, erythematous, with an 
adherent crust, tending to group in inter- 
triginous areas and, on the scalp, producing 
oozing vegetations. Recurrences have been 
frequent and tend to affect mostly sebor- 
rheic or intertriginous areas. Persistent 
vulvar eruption, a frequent site 1?* of in- 
volvement in the adult, with itching and 
burning, has been present. So, also, the 
appearance of an anal ulcer points up a 
bothersome localization. 

2. Dental Manifestations —Casual sore- 
ness of the gums was, in retrospect, prob- 
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ably the earliest sign in our patient of this 
disease. It persisted and was followed by 
oral ulcers and by progressive exposure 
and loosening of the teeth, which finally 
necessitated total extraction. Characteristic 
histiocytic pathclogy was present in the 
bone of the jaw and in the oral ulcers. This 
points up the importance of considering the 
unusual as well as the commonplace in 
evaluating persistent oral symptoms.*?:** 

3. Neurologic Manifestations—Sudden 
onset of vertigo and multiple cranial nerve 
defects brought up the differential diagnosis 
of an intracranial cerebellopontine angle 
neoplasm. The nonprogressive character of 
the neurologic damage and the partial im- 
provement in sensory functions tended to 
relate these findings to the underlying his- 
tiocytosis rather than to a true neoplasm. 
Partial anesthesia of the left side of the 
face, tongue, and palate and some hearing 
loss persist. 

Whereas functional abnormalities due to 
reticuloendothelial proliferation in the re- 
gion of the hypophysis and/or tuber 
cinereum are part of the Hand-Schiiller- 
Christian triad, producing diabetes insipidus 
frequently and exophthalmos occasionally, 
as well as bone defect, specific neural in- 
volvement is apparently a rarity.2* The 
diabetes insipidus in this case has been mild, 
does not require active medication, and, 
most promising for general prognosis, has 
recently disappeared. Urinary _ specific 
gravity has risen from a range of 1.005 
or 1.008 to 1.017. 

4. Osseous Manifestations —Other than 
the dental complaints specially noted, 
there have been no symptoms referable to 
bone. Radiologic findings of translucent 
areas in the calvarium helped establish the 
clinical grouping of the case. The disap- 
pearance of these clear bone areas after 
three years appears to indicate healing and 
so, possibly, a more favorable prognosis. 
However, bone lesions of the reticuloendo- 
thelioses are notably sensitive to radiation, 
and the calvarial defects were subjacent to 
a scalp which had received irradiation of 
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300 to 375 r at 100 kv. Although the depth 
dose of radiation at the level of bone would 
be small, it could well have had some lytic 
effect. Whether the bone lesions healed 
spontaneously or responded to radiation is, 
of course, open to speculation. 

5. Pulmonary Involvement.—In four 
years of continuing observation, no evi- 
dence of pulmonary change was found. 
Then, during the most recent hospital ad- 
mission, ushered in by dyspnea, rapidly 
progressive peribronchial infiltration and 
fibrosis appeared over a matter of a few 
weeks (October, 1957, through December, 
1957). This completes involvement of such 
organ systems as are now considered tar- 
gets of this reticuloendothelial affection. 
Prognosis becomes poorer with this pulmo- 
nary involvement. 

6. Laboratory Findings.—Histologic ex- 
amination of the specimens from several 
sites provided the initial diagnostic wedge. 
Biopsy specimens from skin, bone, and oral 
mucosa have, at various times in a four-year 
course, shown the same basic elements: (1) 
a primitive large-type histiocyte cellular in- 
filtrate, the cytoplasm clear or slightly 
foamy, the nucleus distinct and large, with 
cholesterol not demonstrable and reaction 
from neutral fat present in one specimen; 
(2) a greater or less concomitant eosino- 
philia, in some sections great enough to 
warrant a diagnosis of eosinophilic granu- 
loma; (3) a scattering of lymphocytes and 
plasma cells; (4) no notable fibrosis. Thus, 
essentially a nonlipid histiocytosis and eo- 
sinophilic reaction have been dominant. 

Aside from the significant histologic 
findings, the clinical laboratory examina- 
tions contributed little to the elucidation of 
the total picture. Simple urinary specific 
gravity determinations were compatible with 
diabetes insipidus, the only item of signifi- 
cance of the numerous chemical, hemato- 
logic, and serologic determinations. 

7. Response to Treatment.—Our experi- 
ence in this case has covered a wide range 
of therapeutic agents and modalities. Anti- 
biotic therapy, reportedly effective, espe- 
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cially in acute phases (Letterer-Siwe 
type),:*#12.27 has been unsuccessful. Sim- 
ilarly, corticotropin and corticosteroids in 
considerable dosage for some periods have 
done little more than give some subjective 
sense of improvement. Anti-folic acid ther- 
apy ** did little for us. We have not 
used mechlorethamine (nitrogen mustard) .° 
X-ray therapy in the conventional range * 
1630 has consistently induced clinical inyo- 
lution of skin lesions. Grenz ray therapy, 
whose use has not previously been reported 
in reticuloendotheliosis, was most success- 
ful initially, less so for interval courses, 
and again very effective on the last admis- 
sion after conventional-range irradiation did 
not produce a desired response. 

A large segment of human adaptation lies 
within the sphere of immunology or anti- 
gen-antibody relationship. It manifests it- 
self through three main areas: humoral, 
mesenchymal, and parenchymal. Under so- 
called normal circumstances, that is, where 
there is no discernible aberration of struc- 
ture or function, we have what might well 
be called immunity. Humoral changes (im- 
mune bodies, chiefly in the globulin fraction 
of serum protein) may be demonstrable. 
When, however, there is a disturbance in 
the equilibrium between humoral, mesen- 
chymal, and parenchymal function, we have 
clinical syndromes. The so-called collagen 
diseases and amyloidosis are examples of 
mesenchymal involvement, precipitation per- 
haps of the abnormal protein moiety with 
a chain reaction ensuing from the actual 
mechanical presence of this “foreign sub- 
stance” in the ground substance.*8 Diseases 
like sarcoidosis, multiple myeloma, and the 
reticuloendothelioses, interfering with pa- 
renchymal function, represents a cellular 
hyperplastic reaction. One person’s reaction 
to antigenic stimulation in one way or other 
is probably the resultant of his genetic 
inheritance and his previous environmental 
exposures, 


Summary 
A case of histiocytosis X is presented 
with the following features: (1) unusual 
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onset with gingivitis, pyoderma, and sebor- 
rheic dermatitis of the scalp; (2) diabetes 
insipidus; (3) membranous defects of the 
skull; (4) cranial nerve involvement (fifth, 
seventh, eighth, ninth); (5) dramatic re- 
sponse to superficial x-ray therapy; re- 
sponse to Grenz ray therapy. 
142 Joralemon St. (3) 
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Squamous Cell Pseudoepithelioma (Keratoacanthoma) 


N. PUENTE DUANY, M.D., Vedado, Havana, Cuba 


Last year (1957) we observed a case 
which presented an extensive ulcerofungoid 
lesion of tumoral aspect involving the skin 
of the sternocostal and pectoral regions. 
The outer aspect made us think at first of 
a squamous cell carcinoma and later of 
blastomycosis. The clinical, anatomical, and 
mycological tests made to identify these 
diseases showed that we were dealing with a 
different condition. 

Having weighed carefully the data sup- 
plied by the patient, together with the 
clinical evolution and the microscopic 
examination, we came to the conclusion 
that the picture presented by the patient 
had a great similarity to the disease de- 
scribed by Ferguson-Smith (multiple kera- 
toacanthoma) in the year 1934. 


Report of a Case 


Clinical History—The patient, a white Cuban 
country man, 72 years old, was registered at our 
hospital on May 3, 1957. He told us that five years 
earlier he had noticed a raised wart-like nodule, 
1 cm. wide, on the skin of the middle sternal region. 
The tumor, of slow growth, was symptomless. 
About one year before he came to the hospital, 
a new group of similar reddish nodules appeared 
around the first one. These lesions healed toward 
the central area and spread outward. The involved 
area, which itched annoyingly, bled a little and had 
a thick yellowish discharge. 

Physical Examination —The man, of a healthy 
and muscular appearance, had the sun-pigmented 
skin frequently seen among our farmers. No kera- 
tosis or senile spots were seen. 

The lesion consisted of a shallow crater-like 
ulcer, 7 by 6 in. with a wide (1 in.) and elevated 
(% in.) border and flat cicatricial center. It 
spread from the sternum manubrium and the edge 


Submitted for publication May 5, 1958. 

Professor of Pathology, Havana University, and 
Head of the Radium Institute (Anti-Cancer 
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A New Clinical Variety, Gigantic, Multiple, and Localized 


Fig. 1—Outer aspect of the lesion the first time 
the patient came to the hospital (May 3, 1958). 
The height and width of the border are excep- 
tional. 


of the clavicle down to the xiphoid appendix and 
across from one pectoral region to the other. On 
the left side it extended farther, reaching the an- 
terior axillary line. 


The rolled indurated border was covered on the 
side toward the center with a thick and hard horny 
excrescence, and on the outside, toward the normal 
skin, had a reddish, fleshy appearance. An un- 
pleasant yellow discharge was present. When the 
border was pressed, it exuded drops of pus and 
plugs of sebaceous-like material as in cases of 
chromoblastomycosis. 

The central part of the lesion, covered by shiny 
and cicatricial skin, presented multiple and scat- 
tered nodules and papule-like lesions. Some were 
reddish and fleshy, and others, covered with a thick 
horny coating, resembled keratoacanthoma and the 
cutaneous horn. 

The elastic hardness and the elevation of the 
border of the lesion had the same appearance and 
consistency as that of a squamous-cell carcinoma 
of the skin. 


May 5, 1957.—Several biopsies of the border of 
the tumor were made for histological examination 
and a culture made on Sabouraud medium for 


703 


| 
ge 
4 
— 
: 


blastomycetes. We also gave the patient penicillin 
to control the secondary infection and a dose of 
1200 r x-rays in order to find out the radiosensi- 
tivity of the lesion. 

The antibiotic relieved the infection and cleared 
up the tumor but did not change the general ap- 
pearance. 

Because of the failure of the treatment used, I 
decided to carry out in a first session the electro- 
surgical removal of the whole border and later to 
apply the same treatment to the nodules of the 
central part. Five days after removing the nodules, 
there reappeared around the wounded area new 
nodules with the same characteristics, which re- 
ceived a similar treatment. 

July 15, 1957.—Four weeks after the nodules of 
the central part were removed all this area was 
epidermized and a series of 20 or 25 new nodules 
of 1 mm. to 2 cm. diameter had reappeared. This 
time chlortetracycline (Aureomycin) was given for 
three weeks without any results, and then intra- 
venous injections of oxophenarsine hydrochloride 
(Mapharsen) (2.6 mg.) for five weeks, one injec- 
tion every five days. The latter treatment coincided 
with reduction and keratinization of a hazelnut- 
sized nodule that the patient had had and which 
had remained unchanged for two months. Some 
months before I had treated with the same drug 
a solitary keratoacanthoma on the face of a patient 
and it had disappeared in eight weeks. Those final 
results in cases belonging to the same disease seem 
to show that different varieties of it behave in 
different ways when treated with arsenicals. 

I saw the patient again on Sept. 13 and Oct. 12 
of the same year, and he had new nodules between 
1 and 2 cm. in size. These were treated in a similar 
manner. The last time that I examined him was 
on March 15, 1958, and he had a solitary hazelnut- 
sized nodule of two months’ evolution. 
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Fig. 2—A close up of 
the upper third of the 
lesion, showing details of 
the border and 
located in the center of 
the lesion. 


nodules 


Anatomical E xamination.—A low-power view of 
a topographic section of the border of the lesion, 
perpendicular to the skin surface, shows two dif- 
ferent pictures of the inner and outer sides of the 
border. The former, pertaining to the horny area, 
is striated and shows a papilla-like process covered 
with a thick coat of scales and crusts. The outer 
side, of a flashy and homogeneous aspect, is a cellu- 
lar hyperplastic zone rich in masses and cords of 
cells and with fewer scales. 


Fig. 3—Reappearance of multiple new nodules, 
five weeks after others had been removed (July 15, 
1958). The whole area of skin involved had a 
clearer tinge and cicatricial appearance. 
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Fig. 4. — Topographic 
low-power view of two 
cone-like nodules. The 
upper shows upward pap- 
illary processes and long 
and narrowed crypts filled 
with keratin. 


Fig. 5. — Topographic 
low-power view of a 
round nodule. At the cen- 
tral part of the picture 
two crypts filled with 
keratin and opened to the 
surface of the epidermis 
are seen. The left one is 
deeper, irregular and 
branched. Below it mul- 
tiple epidermic cell proc- 
esses spread into the 
dermis. Prep. No. 24236. 
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Fig. 6.—A _ topographic 
low-power view of the 
border of the lesion. 
Acanthosis, papillary 
processes, and hyperkera- 
tosis are seen. Prep. No. 
24235. 


Fig. 7—Another view 
under higher magnifica- 
tion of a border of the 
lesion. There may be seen 
the hyperplastic epider- 
mis and some crypts filled 
with keratin. 


Fig. 8—A_ high-power 
section, perpendicular to 
the surface of the sk'n. 
In the upper part of the 
picture a depression 
(crypt) of the hyperplas- 
tic epidermis, filled with 
keratin may be seen. Be- 
low many _ epidermic 
masses of cells extending 
into the dermis, like 
squamous-cell carcinoma 
are seen. These nest cells, 
surrounded by a fibrosis 
stroma having a_kera- 
tinized central part had a 
highly differentiated as- 
pect. 
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SQUAMOUS CELL PSEUDOEPITHELIOMA 


Fig. 9.—A highly mag- 
nified view of downward 
hyperplastic epidermic 
processes surrounded with 
round cell infiltration of 
the neighboring stroma. 
Also sections of hyper- 
plastic excretory 
gland ducts may be seen. 


sweat- 


Histology—The zone of the lesion near the nor- 
mal border of the skin, under higher magnification, 
shows the transition between the _ little-affected 
epidermis and the hyperkeratotic places. From the 
hyperplastic epidermis irregular masses and cords 
of cells proliferate and branch out downward to 
the dermis, these processes containing much kera- 
tin. The horny layer is hyper- and parakeratotic. 

Single and irregular branched crypts filled with 
keratin and surrounded by epidermal cells opened 
upward to the surface and extended down into the 
dermis. 

The hyperplastic epidermic processes are highly 
differentiated and few mitoses are seen. A 
great tendency toward keratin production is ob- 
served everywhere. 

There is pronounced round-cell infiltration and 
enlarged blood capillaries in the stroma that sur- 
rounds the epidermal cell processes. 

A few excretory sweat gland ducts with thick 
hyperplastic walls can be seen. This change js less 


Puente Duany 


frequent and marked than in those keratoacan- 
thomas located on the back of the hands and fore- 
arms. The hair follicle changes are negligible. 

In some places may be seen epidermal cell proc- 
esses, in a regressed stage, being replaced by fibrous 
tissue. 


Comments 


I am going to comment on the facts, 
taking into consideration their evolution, 
and to try to present my interpretation of 
them according to my personal opinion. 

In the first place, the patient stated that 
the disease started five years before with 
one or more small wart-like nodules on the 
surface of the skin of the sternal region. 
It is to be assumed that in the early stage 
and for some years the nodules appeared 
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and grew larger until attaining a certain 
size. Then they regressed and healed, to 
reappear later in other places. More re- 
cently (about one year before I examined 
him at the hospital) the nodules began t~ 
join together, causing an ulcerated lesion 
with wide, raised borders that spread from 
the center to the periphery, healing inward 
and growing outward. In the central part 
of the lesion, which presented a cicatricial 
aspect, new nodules, not more than 2 to 4 
cm. in diame‘er, appeared. 

The bulky aspect of the border led me to 
believe that the cell proliferation on this 
site needed the presence of a normal skin 
not previously affected in order to take 
place. 

During the first six weeks that the pa- 
tient was under my almost daily observation 
I saw how the central nodules grew and, at 
the same time, new ones appeared in the 
neighboring areas, never surpassing a diam- 
eter of four cm. Owing to the extent of 
the area involved, I removed first the raised 
border and then the central nodules in two 
sessions. The technique used was a trans- 
versal section of the tumor or nodule 
through the base and electrocoagulation of 
the wound surface. The latter took about 
four weeks to heal. Usually, in areas that 
were healing, new nodules would not ap- 
pear, although sometimes they would appear 
near the healing area. Some nodules were 
seen to grow in five to seven days until 
they attained 2 or 3 mm. diameter. One 
month after the last removal of 30 or 40 
small nodules located in the central cicatri- 
I treated in the same manner 
eight new lesions that had appeared. 

All the facts mentioned lead to the con- 
clusion that this was a disease with the same 
clinical characteristics as multiple kerato- 
acanthoma, or Ferguson-Smith’s disease. 
From the evolutive point of view the con- 
dition behaved as a spontaneously self- 
healing tumor. In the present case the 
lesion healed inward to the center and ex- 
tended outward. 

The masses and cords of hyperplastic 
cells coming down from the epidermis into 
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the dermis are not infiltrative and do not 
surpass the level of the hair follicles and 


sweat gland coils. Besides, 
metastasis do not occur. 

The raised border, slowly but uninter- 
ruptedly, is healing on the side facing the 
center and extending on the outs'de. On the 
central part of the lesion continually and 
few days or weeks apart, appear multiple 
new nodules that grow slowly or fast until 
attaining a size of 1, 2, or 4 cm., and then 
some weeks or months later they heal spon- 
taneously. 

In this particular case a gigantic ulcerated 
tumor-like lesion with two different parts 
was found. The first is represented by a 
wide and raised border, and the second, in 
the center and surrounded by the former, 
by a flat cicatricial area where multiple 
nodules of different sizes are found. The 
two parts (border and nodules) have the 
same microscopic structure, that is, masses 
and cords of hyperplastic epidermic cells 
filled with scales. These nodules offer the 
same histologic picture as that of kerato- 
acanthoma, and in some places remind one 
of the structure of a_ well-differentiated 
squamous-cell carcinoma of the skin. 

The outer aspect and fast growth of the 
nodules are like those seen in Ferguson- 
Smith’s disease. 


lymph-node 


Some nodules, after reaching a given 
size, remain unchanged from six to eight 
months and then regress. Other nodules 
appear on the border or neighboring area 
around the surgical wound of the ones 
removed. 


Summary 


In this paper a gigantic tumor-like ulcera- 
tion of wide and raised rolled borders and 
a flat and cicatricial center covered with 
scattered multiple fast-growing, self-healing 
nodules (from 1 mm. to 4 cm. in diameter) 
is reported. 

The clinical and anatomical characteristics 
gave the impression that this was an atypi- 
cal localized case of Ferguson-Smith’s dis- 
ease (multiple self-healing squamous-cell 
pseudoepithelioma of the skin). 
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The outer aspect of the lesion when | 
saw it for the first time made me believe 
that it was a cutaneous squamous-cell carci- 
noma or a chromoblastomycosis. 

The patient was a white man, a healthy- 
appearing 72-year-old farmer. 

The last time I examined him ( March, 
1958) the lesion had healed with the excep- 
tion of a horny hazelnut-sized nodule in a 


state of regression. This regression was, 


perhaps, a result of the arsenical treatment 
that he had received in the last six weeks. 
At that time I got the impression that the 
lesion was under control because of the 
several electrosurgical treatments received. 


K503, 25-27. 
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to Water Vapor 


Winsor and Burch! studied insensible 
water loss through the skin after it was 
removed from the body. They found that 
light sandpapering, which they claimed re- 
moved only the stratum corneum, increased 
the rate of water loss to approximately the 
same extent as removal of the entire epi- 
dermis. They also found that the roof of 
an intact cantharides bulla produced as 
much resistance to water loss as the intact 
skin. They concluded that the stratum 
corneum was the main barrier to increased 
insensible water loss. 

Blank,? working with abdominal skin in 
vitro, determined the amount of insensible 
water loss through normal skin and skin 
stripped by means of adhesive plaster of 
part or all of its stratum corneum. Ad- 
hesive plaster must remove more of the 
stratum corneum per unit of stripping than 
cellophane adhesive tape, since 16  strip- 
pings with adhesive plaster were found by 
Blank to remove the entire stratum cor- 
neum, whereas 30 to 35 strippings are usu- 
ally required with cellophane adhesive tape. 
Blank found that progressive stripping 
showed that there was very little change 
in the rate of water loss until 12 strippings 
had been removed; 16 strippings produced 
a much greater increase. Blank concludes 
that the major barrier against water loss 
over most areas of the body is a very thin 
barrier at or near the base of the stratum 
corneum. 

Rothman * disagreed with the concept 
that the stratum corneum is the main bar- 
rier to increased insensible water loss. He 
~ Submitted for publication May 20, 1958. 

From the Division of Dermatology, Department 
of Medicine, University of Miami School of 
Medicine. 
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Location and Re-Formation of the Epithelial Barrier 


SAMUEL MONASH, M.D., and HARVEY BLANK, M.D., Miami, Fla. 


stated that the transition layers, namely, the 
stratum lucidum and the stratum granu- 
losum, constitute the main barrier. 

The purpose of this work was to resolve 
this question and to study the re-formation 
of the barrier after its removal. At the 
same time, a study was made of the re- 
formation, after stripping, of the superficial 
barrier to a solution of the anesthetic 
lidocaine (Xylocaine) base. All of the ex- 
periments were done on living human ab- 
dominal skin in situ. 


Methods and Materials 


To determine insensible water loss, a method 
was employed which was similar to that used by 
Felsher and Rothman. A glass tube (Fig. 1), 
4 cm. in diameter and 10 cm. long, was fitted with 
a rubber stopper, to the lower surface of which 
a metal hook was attached. A small bag of cotton 
material, containing 8 gm. of anhydrous calcium 
chloride, was placed in a weighing flask, kept in 
a desiccator, and weighed shortly before use. The 


Fig. 1—Glass tube with small bag containing 
8 gm. of anhydrous calcium chloride. 
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cotton bag had been fitted with a loop by which 
it could be attached to the metal hook. The glass 
tube with rubber stopper and attached bag of 
anhydrous calcium chloride was placed on the 
skin, and its base was attached to the skin by strips 
of waterproof adhesive plaster (Fig. 1). At the 
end of 30 minutes, the bag was removed, placed 
in its weighing flask, and reweighed. The increase 
in weight represented the amount of moisture lost 
by the enclosed area of skin. The room temperature 
in these experiments varied from 25 C to 28 C 
but was constant for each experiment. The mois- 
ture lost by the skin was expressed as milligrams 
per square centimeter per hour. 

The loss of insensible water was determined 
on normal skin of the abdomen and also over the 
same area, stripped over its entire surface of 
12.57. sq. cm., with cellophane adhesive tape in 
increments of 5 strippings to a maximum of 35 
strippings. 

The loss of moisture was determined 
large granulating varicose ulcer devoid of epithe- 
lium. The loss of moisture over a volume of 
isotonic saline solution was observed by immersing 
the end of the tube a distance of 1 cm. into the 


over a 


solution. The temperature of the solution was 
adjusted to 25 C and 35 C. 
The re-formation of the barrier to increased 


insensible water loss was followed by doing de- 
terminations 24, 48, and 72 hours after stripping 
the skin 35 times and in some cases 4, 5, 7, and 
14 days thereafter. 

Biopsy specimens were taken of normal skin, 
skin stripped 20 and 35 times, and skin 24, 48, and 
72 hours, 1 week, and 2 weeks after stripping. 

Re-Formation of Superficial Barrier to 
Penetration by an Anesthetic Solution.—In 
a previous article,® one of us (S. M.) had 
shown that, on normal skin, application, in 
the form of a patch test, of 2% lidocaine 
base solution in 45% 
10% glycerin, and 45% water produced 
anesthesia in about 60 minutes. On skin 
from which the stratum corneum had been 
removed by stripping with cellophane ad- 
hesive tape, anesthesia with the same solu- 
tion required only a minute or two. Use 
was made of this fact to determine the rate 
stratum corneum 


isopropyl alcohol, 


of re-formation of the 


barrier to penetration by an anesthetic, as 
represented by the lidocaine base solution. 

At daily intervals for a period of two weeks 
after complete removal of the stratum corneum, 
the time required to produce anesthesia in the 
stripped area with 2% 
was determined. 


lidocaine base solution 


When this time reached 60 
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LOCATION AND RE-FORMATION OF EPITHELIAL BARRIER 


TaBLe 1.—Insensible Water Loss on Normal and 
Stripped Skin 


Insensible Water Loss, Mg/Sq. Cm/Hr. 


Strippings, No. 


Patient Normal 

Skin 5 10 15 0 263 30 35 
1 9 7 7 14 27 6 @ 28 
2 5 4 4 17 21 27 24 27 
3 9 9 9 13 19 19 27 28 
4 8 12 ll 15 20 20 28 23 
5 2 2 s 21 22 23 29 
6 2 2 2 6 13 19 29 28 


minutes, the re-formation of the barrier was con- 
sidered to be complete. 


Results 


Table 1 shows determinations of in:en- 
sible water loss on normal and stripped skin. 
Figure 2 plots these determinations and 
shows the average loss. The loss does not 
increase much in most cases when the skin 
is stripped 5 or 10 times. With 15 strip- 
pings, there is usually a considerable in- 
crease, which is greater with 20 strippings 
and reaches a maximum at 25 to 35 strip- 
pings, namely about 29 mg. per square 
centimeter per hour. 

The loss of moisture over a varicose ulcer 
devoid of all epithelium was 33 mg. per 
square centimeter per hour. 

The loss of moisture over a container 
of water at 35 C covered with the calcium 
chloride absorbing tube was 32 mg. per 
square centimeter per hour. 


301 


254 


= AVERAGE 


5 10 « & 
NUMBER OF STRIPPINGS 
Fig. 2.—Water vapor loss on normal and stripped 
skin. 
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TaBLE 2.—Insensible Water Loss After Stripping Skin Thirty-Five Times and at 


A. M. A. ARCHIVES OF DERMATOLOGY 


Loss After 
35 Strippings 


Patient 1 Day 


2 Days 


1 23 15 9 
2 27 14 5 
3 28 9 
4 28 13 6 

29 0 
6 28 8 6 


The marked effect of temperature on this 
loss is shown by the loss of moisture over 
a container of water of 25 C, when the 
amount was only 7 mg. per square centi- 
meter per hour. 

Biopsy specimens of skin 24, 48, and 72 
hours after complete stripping of the strat- 
um corneum confirmed the findings of 
Pincus* and Lobitz.8 A few layers of 
parakeratotic cells formed which were re- 
placed by an anuclear stratum corneum at 
the end of one week. 

Re-Formation of the Barrier to Increased 
Insensible Water Loss.—The re-formation 
of this barrier is very rapid. Within 24 
hours (Table 2) there is a marked decrease 
in water loss, from about 29 mg. per square 
centimeter per hour to about 15 mg. In 
48 to 72 hours the loss has diminished to 
almost normal figures, about 8 mg., with a 
gradual decrease thereafter. This rapid re- 
formation of the barrier is not associated 
with normal stratum corneum formation 
but with the production of a parakeratotic 
layer of cells. In all probability, the barrier 
to the loss of moisture is due to the drying- 
out process of the exposed cell layers and 


TasLe 3.—Time Required to Produce Anesthesia with Two per cent Lidocaine 
Base Solution on Skin Stripped Thirty-Five Times and at Intervals Thereafter 


Patient 0 1 2 3 4 5 


5 8 
9 14 
10 18 


1 1 
2 2 
3 2 
4 2 
5 2 
6 1 


* Days after stripping. 
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Intervals Thereafter 


3 Days 


Day* Day Days Days Days Days Days Days Days Days Days Days Days Days Days Days Days 


4 Days 5 Days 


6 Days 


5 


6 


5 


4 


the formation of a thin crust of dried inter- 
cellular fluid. At the end of one week the 
parakeratotic layers have given way to anu- 
clear stratum corneum which then exerts 
its normal moisture-barrier effect. 
Re-Formation of the Barrier to Penetra- 
tion of an Anesthetic Solution—The re- 
formation of this barrier is a gradual one, 
as shown in Table 3 and Figure 3, requiring 
about two weeks. This is in marked con- 
trast to the rapid re-formation of the bar- 
rier to insensible water loss. The drying 
out of the outer layer of the skin does not 
prevent penetration by the anesthetic solu- 
tion, since this drying is immediately coun- 
teracted by the water in the solution. The 
formation of the barrier must await the 
production of normal stratum corneum, 
which evidently requires about two weeks. 
Figure 3 shows in graphic form the time 
required for a return to practically normal 
of the barrier to both insensible water loss 
and electrolyte penetration. The figures 
were obtained by plotting the percentage 
of return to normal against the time in days 
after 35 strippings. 


Time Required To Produce Anesthesia with 2% Lidocaine. Min. 


6 7 8 9 10 11 12 13 14 15 16 


20 30 40 55 60 
31 45 60 
30 40 43 45 60 
30 40 60 
20 30 


45 60 
50 
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LOCATION 


Comment 


that the bar- 


loss is 


It is evident from Figure 2 
rier to increased insensible water 
in the stratum corneum. To place it more 
exactly, let us figuratively build up the 
stratum corneum from the stratum mu- 
cosum 35 strippings below (Fig. 4). At 
this point the entire barrier has been re- 
moved and the water vapor loss is approxi- 
mately equivalent to that of isotonic saline 
solution at the temperature. This 
indicates that the epidermis below the strat- 
um corneum is a wet tissue, and it was so 
recognized by Malpighi as the stratum mu- 
cosum malpighi. The amount of insensible 
water loss from the stratum mucosum in 
our patients averaged 28 mg. per square 
centimeter per hour. After the previously 
stripped 10 layers, from 26 to 35, inclusive 
(Fig. 4), are added to the stratum mucosum, 
the insensible water loss has dropped to 22 
mg. per square centimeter per hour. These 
10 strippings evidently reduce the water loss 
and therefore constitute part of the barrier 
to it. When 10 more strippings, namely, 
from 16 to 25, are added, the amount of 
moisture passing through falls to an aver- 
age of 12 mg. per square centimeter per 
hour. An additional barrier is therefore 
produced by these strippings. Similarly, the 
addition of the five strippings from 11 to 15 
causes a further decrease of moisture pass- 
ing through, to 6 mg. per square centimeter 
per hour. 

The 10 strippings constituting the outer 
third of the stratum corneum do not offer 


same 


BARRIER TO TOPICALLY APPLIED 
2% LIDOCAINE BASE SOLUTION 


100 
- 
*, 804 / BARRIER TO INSENSIBLE 
} WATER LOSS 
$ 
3 
2 60+ 
z | 
| 
404 
z 


T 
' 2 3 4 s 6 7 8 3 10 2 3 “ is 
DAYS AFTER STRIPPING 35 TIMES 


Fig. 3—Time required to re-form skin barriers. 
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{NI) RE-FORMATION OF EPITHELIAL BARRIER 


STRIPPED LAYERS 


OF STRATUM CORNEUM 


AVERAGE WATER 
<———_ vapor Loss 
6 mg /em/nr 


| 


| 
6 To 10 
— 6 
—— 
$3333 
16 To 25 
26 To 35 


STRATUM MUCOSUM 


le BASAL LAYER OF 
EPIDERMIS 


Fig. 4—Representation of water vapor loss at 
various depths of stratum corneum. 


any further barrier to the passage of mois- 
ture. We can, therefore, state that the inner 
two-thirds of the stratum corneum consti- 
tute the main barrier to increased water 
vapor loss from the skin. 


Summary 


The barrier to increased insensible water 
loss is mainly the inner two-thirds of the 
stratum corneum. 

The epidermis below the level of the 
a wet tissue. If the 
water will evaporate 


stratum corneum is 
barrier is removed, 
from it at approximately the same rate as 
from a free water surface. 

The re-formation of the barrier to in- 
creased insensible water loss is very rapid, 
requiring only 48 to 72 hours to return to 
near normal. 

The re-formation of the stratum corneum 
barrier to superficial epithelial penetration 
by an anesthetic solution is a gradual one, 
requiring about two weeks, or until the 
formation of normal stratum corneum. 


University of Miami School of Medicine (36). 


REFERENCES 


1. Winsor, T., and Burch, G. E.: Differential 
Roles of Layers of Human Epigastric Skin on 
Diffusion Rate of Water, Arch. Int. Med. 74: 
428, 1944. 

2. Blank, I. H.: Further Observations on Factors 
Which Influence the Water Content of the Stratum 
Corneum, J. Invest. Dermat. 21:259, 1953. 


713 


~ 
8 mg/cm/hr 
a 
- 
: 
204; 
i 


3. Rothman, S.: Physiology and Biochemistry 
of the Skin, Chicago, The University of Chicago 
Press, 1954, p. 239. 

4. Felsher, Z, and Rothman, S.: The Insensible 
Perspiration of the Skin in Hyperkeratotic Con- 
ditions, J. Invest. Dermat. 6:271, 1945. 

5. Berenson, G. S., and Burch, G. E.: Studies 
of Water Diffusion Through Dead Human Skin, 
Am. J. Trop. Med. 31 :842, 1951. 


A, M. A. ARCHIVES OF DERMATOLOGY 


6. Monash, S.: Topical Anesthesia of the 
Unbroken Skin, A. M. A. Arch. Dermat. 76:752, 
1957. 

7. Pincus, H.: Examination of the Epidermis by 
the Strip Method, J. Invest. Dermat. 19:431, 1952. 

8. Lobitz, W. C., Jr, and Holyoke, J. B.: 
Histochemical Response of the Human Epidermis 
to Controlled Injury; Glycogen, J. Invest. Dermat. 
22 :189, 1954. 


‘ 


Alopecia Mucinosa 


Report of a Case with a Grouped Papular Eruption and Alopecia of the Scalp 


HERSCHEL S. ZACKHEIM, M.D., Royal Oak, Mich. 


The following case report is felt worthy 
of presentation as a hitherto undescribed 
clinical form of alopecia mucinosa consist- 
ing of a grouped papular eruption in addi- 
In his original 
Pinkus re- 


tion to areas of alopecia. 
description of this disease, 
ported six cases in which the clinical picture 
consisted primarily of inflammatory plaques 
and areas of alopecia. In Lund’s case in this 
group, an of hair follicles 
within the area of alopecia was noted. In 


accentuation 


the case described much earlier by Lehner 
and Szodoray* as “inflammatory follicular 
edema,” keratotic plugs were present in fol- 
licles with the inflammatory plaques. Braun- 
Falco * reported two cases of this condition 
which he has called primary or idiopathic 
“mucophanerosis intrafollicularis et sebo- 
glandularis” presenting inflammatory 

Submitted for publication June 4, 1958. 

From the Department of Dermatology, Wayne 
State University College of Medicine, and Receiv- 
ing Hospital of City of Detroit, Detroit (Hermann 
Pinkus, M.D., Acting Chairman). 


plaques, and a case of mycosis fungoides 
and one of eosinophilic reticulosis showing 
similar pathologic changes. 

Grouped small papules as seen in this 
case have not previously been described. 
The pathologic changes in both the papular 
lesions and the areas of alopecia on the 
scalp were typical of root sheath mucinosis. 


Report of Case 


An 11-year-old white boy of average build was 
first seen on April 5, 1957, with presenting symp- 
toms of a papular eruption on the back of the neck 
and a patch of alopecia on the left temporal area 
of the scalp. The eruption on the back of the 
neck had been present about three or four months, 
while the spot of alopecia was noted about one 
month previously. Both lesions were asymptomatic. 
On cursory examination, the eruption on the back 
of the neck could easily have been mistaken for a 
plaque of lichen simplex chronicus. However, on 
closer examinatica and particularly with the head 
bent down, the entire area was seen to consist of 
closely set, small, slightly elevated, dome-shaped, 
flesh-colored papules about 1 or 2 mm. in diameter 
(Fig. 1). They were, for the most part, arranged 


Fig. 1. — Back of the 
neck. Note “bristle hairs” 
near the scalp line. 
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in short horizontal or slightly curved lines. There 
was no visible inflammation. The patch gradually 
merged with the surrounding normal skin. One 
interesting feature was the presence of short 
“bristle” hairs in the area particularly near the 
scalp line. The spot of alopecia was an ill-defined, 
slightly scaly area about 2 cm. in diameter, within 
which were some broken-off and other full-length 
hairs, many of which could be easily and painlessly 
epilated (Fig. 2). Tinea capitis was suspected, but 
Wood's light examination showed no fluorescence. 
Direct examination of the scales and hairs with 
10% potassium hydroxide solution failed to show 
hyphae or spores, and repeated cultures on Sabou- 
raud’s agar produced no fungus or other growth. 
However, microscopic examination of the hair roots 


Fig. 3. — Alopecia of 
parietal area. Some fine 


scales can be seen. Crust 
represents biopsy site. 


A. M. A. ARCHIVES OF DERMATOLOGY 


Fig. 2.—Small area of 
alopecia in the temporal 
region. 


showed a peculiar dystrophy, which will be de- 
scribed in more detail under “Pathology.” 

The eruption on the posterior neck failed to im- 
prove after three weeks with a 2% pine tar and 
2% salicylic acid ointment, and a 3 mm. punch 
biopsy specimen was taken from this region. The 
typical pathologic changes of alopecia mucinosa as 
previously described by Pinkus* were found. On 
the patient’s visit on May 7, a new area of scaly 
alopecia about 3 cm. in diameter on the posterior 
right parietal region was noted (Fig. 3). Again 
many hairs within and at the borders of the 
alopecia could be easily and painlessly epilated, 
and microscopic examination showed the same pe- 
culiar dystrophic changes of the hair roots. Again 
there was no evidence of fungus infection by di- 
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Fig. 4.—Popliteal area. 


rect examination or planting of hairs on Sabou- 
raud’s agar. Wood's light examination was 
negative. 

During the month of May, the patient was care- 
fully examined for other evidences of this disease, 
and other groups of small flesh-colored papules no 
larger than 1 or 2 mm. in diameter and all asymp- 
tomatic were noted in both popliteal spaces (Fig. 
4), the medial right knee (Fig. 5), and inner left- 
upper buttocks. Less well defined areas of follicu- 
lar papules over the sacral and lumbar regions 
were present. Both elbows were dry and rough. 

In view of previous success with superficial 
roentgen therapy in some cases of alopecia muci- 
nosa,’ the area on the inner aspect of the right 
knee was given a course of four weekly treatments 
of 75 r at 90 kv. There was a 50% involution by 
the fourth week, and the patch had completely dis- 
appeared several months later. Six similar treat- 
ments at weekly intervals were also given to the 
left popliteal area, but while about a 50% improve- 
ment was obtained, the papules could still be seen 
six months later. 

By June, 1957, the temporal area of alopecia 
had completely regrown, and by July, 1957, the 
parietal area had regrown. Thus both areas showed 
complete spontaneous regrowth within two to three 
months after they were first noted. 

In December, 1957, a new group of discrete 
small flesh-colored papules about 1 mm. in diam- 


Zackheim 


Fig. 5.—Inner right knee. 


eter covering the ventral surface of the shaft of 
the penis was noted. These were asymptcmatic and 
unknown to the patient. 

By May, 1958, 17 months after the eruption was 
first noted, and 14 months after the patient was 
first seen, the papular involvement on the back of 
the neck and both popliteal areas was still visible 
though less distinct than when first seen. The 
newest group on the penis was still well defined. 
The patches on the right knee, buttocks, sacral and 
lumbar areas had cleared. No new areas of alopecia 
had developed. A course of thyroid, grain % 
(15 mg.) daily for five weeks in April and May, 
1958, had no effect on the eruption. 


Pathology 

The characteristic pathology of alopecia 
mucinosa as reported by Pinkus was found 
in biopsies of papules from the back of the 
neck, popliteal area, and area of alopecia 
of the scalp. The main pathological features 
from all three edema and 
mucinous degeneration of the hair follicles 
and sebaceous glands with the formation of 
frank mucinous cysts within these struc- 
A moderate-inflammatory infiltrate 


areas were 


tures. 
was present. The epidermis was relatively 
unaffected. 
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Biopsy from papules on the back of the 
neck (Fig. 6) shows extensive edema of the 
hair follicle, with the formation of a chain 
of small and large cysts throughout the 
length of the follicle containing stringy pale 
basophilic material (hematoxylin and eosin 
stain) which suggested mucin. The seba- 
ceous gland at (4) has been transformed 
into a miucin-containing cyst. There is 
moderate-inflammatory infiltrate in the sur- 
rounding tissue, and only mild perivascular 
infiltrate in the corium. 

Biopsy from the area of scalp alopecia 
showed mucinous edema and cyst formation 
in the outer root sheaths of many hairs. 
No sebaceous glands could be seen. Some 
follicles contained keratotic plugs below the 
skin surface. There was mild perifollicular 
inflammation. Figure 7 is a close-up of a 
mucinous cyst of a hair follicle. 

Biopsy of a popliteal papule showed 
changes similar to those from the neck and 
scalp. Figure 8 shows a hair follicle ex- 
hibiting marked edema of the root sheath, 
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Fig. 6—Biopsy from back of the neck 
showing string of mucinous cysts within 
hair follicle and large mucinous cyst at 
A; hematoxylin and eosin; mag. x 90. 


especially of the middle part including the 
sebaceous gland. The gland contains none 
of the usual foamy cells, but contains a 
cystic space (C) partly filled with coagulated 
basophilic material, and otherwise consists 
of stellate cells separated by edema. There 
is considerable lymphocytic — infiltration 
around the follicle. The combination of 
Alcian blue, which is believed to be a se- 
lective stain for acid mucopolysaccharide,* 
and periodic acid-Schiff (PAS) stain 
showed bright blue material in the cyst and 
also between the edematous cells of the root 
sheath. This, of course, cannot be appre- 
ciated in the black and white photomicro- 
graphs. The PAS stain alone revealed 
considerable positive granular material in 
the root sheath. This could be dissolved 
by pretreatment with diastase and is thus 
identified as glycogen. Figure 9 is a close- 
up of the root sheath just above the 
mucinous cyst showing marked edema and 
separation of stellate cells. 
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Fig. 7—Biopsy from parietal 
alopecia showing close-up of 
mucinous follicular cyst; hema- 
toxylin and eosin; mag. X 180. 


Fig. 8.—Biopsy of popliteal 
papule. Cyst C contains Al- 
cian blue positive material on 
the right. Adjacent to cyst is 
edematous root sheath. Al- 
cian blue—periodic  acid- 
Schiff stain; mag. X 90. 


Hair Root Changes 


Of particular interest also were the pe- 
culiar dystrophic changes seen in the roots 
of hairs removed from within and at the 
borders of the area of alopecia of the scalp 
(Fig. 10). These changes are undoubtedly 
due to the interference with normal growth 
of the hair by the pathological processes 
within the follicle. These hairs were re- 
moved easily and painlessly in considerable 
numbers. 

The short “bristle hairs” seen on the 
back of the neck showed a thick keratinous 
sheath around the hair shaft above the skin 
surface, but no dystrophic changes in the 
hair roots. 


Laboratory Examinations 


Blood count: hemoglobin 15.0 gm.; white 
blood cells 6700 (filamented polymorpho- 
nuclear leukocytes, 55%; nonfilamented, 
4%; lymphocytes, 37%; eosinophils, 4%). 
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Fig. 9. — Close up of 
edematous root sheath 
from popliteal papule. 
Alcian blue-periodic 
acid-Schiff stain; mag. 


xX 270. 


Urinalysis: specific gravity 1.021, pH 6.5, 
rare WBC, a few epithelial cells, albumin 
and sugar negative. Blood chemistry values 
were all within normal limits: cholesterol 
186 mg. %, total lipids 702 mg. %, dextrose 
80 mg. %, total serum proteins 9.0 gm. 
(albumin 6.0 gm., globulin 3.0 gm.), total 
bilirubin 0.4 mg., bilirubin one minute 0.1 
mg. A starch gel serum electrophoretic 
pattern showed a slight elevation of the beta 
fractions, but was otherwise normal. Gamma 
globulin, determined immunochemically,° 
was slightly elevated, at 15.3 mg. per ml. 
(normal 10-14). Orosomucoid, the principal 
mucoprotein of serum,® value was 60 mg. 
per 100 ml. of serum (normal 50-120). 


Two 24-hour urine 
analyzed for excretion of acid mucopoly- 
saccharide. After dialysis and precipitation 
with protamine, the uronic acid content of 
the mucopolysaccharide was 7.45 and 7.54 
mg., with use of the orcinol method of de- 


specimens were 
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Fig. 10.—Hairs from area of scalp alopecia. A 
and C are apparently distorted club hairs, and B 
is a malformed growing hair. The black areas 
are air spaces. 


This is 
in the normal range for boys of this age 
group as found by Di Ferrante and Rich.* 


termination, corrected for hexose. 


Suspensions of biopsy material from 
popliteal papules from this patient and from 
an infiltrated plaque on the neck of another 
case of alopecia mucinosa recently observed 
were inoculated into monkey kidney tissue 
cultures, incubated for seven days in Eagle's 
medium with 10% bovine serum and ob- 
served for seven days. No cellular changes 
or cytopathogenic effects indicative of virus 
growth were observed. 


Comment 


That the pathological picture of root 
sheath mucinosis may be found in a grouped 
papular eruption adds another entity to the 
list of differential diagnoses of papular and 
follicular eruptions. The papules in this 
case, particularly in the popliteal areas, back 
of the neck and ventral surface of the penis 


Zackheim 


being very small and flesh-colored were 


quite suggestive of lichen nitidus. However, 


the surface of the papule was dome-shaped 
and not flat and shiny as is usually seen 
in lichen nitidus. The  less-well-defined 
patches of follicular papules on the knee, 
buttocks, and lower back, together with a 
roughness of the elbows was somewhat sug- 
gestive of keratosis pilaris, though the dis- 
tribution was not that usually seen in the 
latter condition, 

Alopecia mucinosa must also be con- 
sidered in any scaly alopecia of the scalp. 
Examination for fungi is negative. The 
hairs in the affected follicles come out easily, 
and the peculiar dystrophic changes in the 
hair roots which can be seen on direct ex- 
amination may be a valuable clue in the 
diagnosis. Spontaneous regrowth of hair 
occurred in from two to three months from 
both areas of alopecia. It also occurred in 
one case of Pinkus’ group. 

There was spontaneous disappearance of 
papular but 
papules on the neck and popliteal regions 


lesions from areas, 
were present 18 and 12 months, respectively, 
after appearance. Response to x-ray therapy 
in this case was not consistent. One papular 
group disappeared after four fractional 
treatments, but another persisted after six 
similar treatments. 

Search for etiologic factors was negative. 
Blood count, urinalysis, and various blood 
chemistries were for the most part normal. 
Urinary excretion of acid mucopolysac- 
charide and the orosomucoid content of the 
serum were within normal limits. Studies 
for virus infection were negative by the 
methods employed. The cause of alopecia 
mucinosa has yet to be determined, though 
it is apparently a benign condition. 


Summary 
A case of alopecia mucinosa presenting 
both a grouped papular eruption and two 
areas of alopecia on the scalp is presented. 
The pathological changes of root sheath 
mucinosis, typical of this condition, were 
foun in biopsies from both types of lesions. 
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No evidence of metabolic disorder or virus 
infection was found by the techniques em- 
ployed. 


114 S. LaFayette 


Hermann Pinkus, M.D., gave the pathological in- 
terpretations; Fred L. Rights, Professor of Micro- 
biology, Wayne State University, performed the 
virus studies; Alfred J. Bollett, M.D., Assistant 
Professor of Medicine, Wayne State University, 
did the determination of the urine acid mucopoly- 
saccharide, and Morris Goodman, Ph.D.,_ per- 
formed the determination of the serum 
orosomucoid and gamma globulin. 
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Disease of the Skin 


MAJOR MICHAEL J. DAVIS (MC) and CAPT. JAMES C. LAWLER (MC), U. S. Army 


Of the numerous diseases with purpuric 
manifestations, pigmented purpuric disease 
of the skin is of particular interest to the 
dermatologist, since there are usually no 
associated hematologic defects and arterial 
or venous insufficiency does not appear to be 
related to the eruption. There are three 
described entities which can be grouped 
together as pigmented purpuric disease be- 
cause of their many similarities.' This 
group includes purpura annularis telangi- 
ectodes (Majocchi), peculiar progressive 
pigmentary disease (Schamberg), and pig- 
mented purpuric lichenoid dermatitis (Gou- 
gerot and Blum). All three have in common 
the appearance of minute red puncta in the 
skin as the primary lesion. In addition, they 
are characterized by their usual location on 
the lower extremities and the occurrence of 
purpura and hemosiderin deposition in the 
skin. The criteria by which pigmented pur- 
puric disease is subdivided consist of differ- 
ences in the clinical appearance that can be 
regarded as variations in degree of the same 
pathologic process. This concept is sup- 
ported by the similarities in histopathologic 
changes found in the three conditions. 
Angioma serpiginosum is also characterized 
by the presence of minute red puncta in 
the skin, but there is no associated purpuric 
phase, and, for this reason, it is separate 
from pigmented purpuric disease. 

We have studied 12 patients with the 
clinical manifestations of pigmented pur- 
puric disease, using a modified technique of 
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Capillary Alterations in Pigmented Purpuric 


capillary microscopy.” This technique per- 
mits in vivo examination of the superficial 
vascular bed in normal skin and in skin 
involved by disease. The vascular changes 
in pigmented purpuric disease adhere to 
characteristic patterns. The alterations 
found correlate well with the clinical stage 
of the disease process in the area examined. 
No basis has been found for subdividing 
pigmented purpuric disease into different 
categories. 


Subjects and Methods 


A total of 12 patients with skin findings charac- 
teristic of pigmented purpuric disease were studied 
by capillary microscopy. Lesions on the legs and 
arms of these patients in various phases of evolu- 
tion from the minute erythematous puncta to the 
final atrophic and ectatic stage were selected for 
examination. The skin was prepared for in vivo 
microscopy by first removing the keratin by re- 
peated applications of cellulose tape. This procedure 
has been found greatly to improve the visibility of 
the capillaries and the subpapillary plexuses of the 
vessels, and the technique exposes several hundred 
vessels for examination in each area. The vessels 
usually are not altered by the application of the 
tape. Capillary microscopy of the nailfold vessels 
was also performed on each patient. The super- 
ficial vascular bed in normal areas of skin on the 
lower extremities of the patients was examined by 
this technique. A tourniquet test was performed on 
each patient. Blood studies on the patients included 
a complete blood cell count, platelet count, and 
bleeding and clotting times. 


Observations 

Clinical—The Table presents the perti- 
nent clinical data on the patients who were 
studied. We classified our cases as pig- 
mented purpuric disease if there were red 
puncta present, a petechial or purpuric phase 
occurred in the absence of demonstrable 
hematologic defects, and there was subse- 
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Summary of Findings in Twelve Patients with Pigmented Purpuric Disease 


Types of Lesions 


Puncta, petechiae, hyperpigmentation, 
atrophy, ectasias 

Puncta, petechiae, hyperpigmentation, 
atrophy, ectasias, lichenification 


Puncta, petechiae, hyperpigmentation 

Puncta, petechiae, hyperpigmentation, 
atrophy, ectasias 

Puncta, petechiae, hyperpigmentation 

Puncta, petechiae, hyperpigmentation 

Puncta, petechiae, hyperpigmentation 


Distribution 


Legs, thighs, 5 yr. 
trunk, arms 
Feet, legs, 
thighs 
Puncta, petechiae, hyperpigmentation Feet 
Legs, thighs 
Legs, thighs, 2yr 
forearms 
Legs, thighs 
Feet, legs 
Legs, feet, 


Tourniquet 


Duration Hemogram Test Symptoms 


Normal Positive None 


5 yr. Normal Negative Pruritus 
None 
None 


None 


Negative 
Negative 
Negative 


Normal 
Normal 
Normal 


6 mo. 
6 mo. 


None 
None 
Pruritus 


Negative 
Negative 
Negative 


Normal 
Normal 
Normal 


1 yr. 
2 mo. 
6 mo. 


arms 


Puncta, petechiae, hyperpigmentation, 
atrophy, ectasias 
Puncta, petechiae, hyperpigmentation 


Puncta, petechiae, hyperpigmentation 
Puncta, petechiae, hyperpigmentation 


quent hemosiderin pigment deposition in 
areas of skin previously the site of purpura. 
Since all of the patients had a purpuric 
phase, none could be further subclassified as 
angioma serpiginosum. In several of the pa- 
tients, there was a tendency for some of 
the lesions to be annular, and atrophy to- 
gether with ectasias was not uncommonly 
seen. These patients classically would be 
considered to have Majocchi’s 
while another with lichenification present in 
some involved sites might be grouped as 


disease, 


& 


Legs, trunk, 
arms 
Legs 


Legs, feet 
Legs, feet 


18 mo. Normal Positive None 


1 yr. Hb. 20.6 None 
Hert, 64 
RBC 7,000,000 
Normal 
Normal 


Negative 


None 
Pruritus 


Negative 
Negative 


9 mo. 
35 yr. 


pigmented purpuric lichenoid dermatitis of 
Gougerot and Blum. Patient 10 was the 
only subject who had abnormal findings on 
examination of the blood. The red blood 
cell count, hemoglobin, and hematocrit were 
increased above normal (Table). There 
was no defect of the clotting mechanism 
demonstrable. The association of pigmented 
purpuric disease with polycythemia has pre- 
viously been noted.*4 

A tourniquet test was performed on each 
subject by applying a pressure cuff to an 


Fig. 1.—Clinical find- 
ings in pigmented 
purpuric disease. Charac- 
teristically, there are red 
puncta, petechiae, hyper- 
pigmentation, minimal 
atrophy of skin in areas, 
and ectasias. The lower 
extremities are the com- 
monest site, and there is 
an absence of venous and 
arterial disease. 
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Case 
No. Sex Age 
1 
? 2 F 38 
4 3 M 2 
a 4 M 4 
‘ 7 M 42 
8 M 34 
10 M 25 
; #7 
— 
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ALTERATIONS IN PIGMENTED PURPURIC DISEASE 


extremity and maintaining a pressure mid- 
way between the sytolic and diastolic pres- 
sures for three minutes. Two of the twelve 
subjects had positive findings with this test. 

The clinical manifestations seen in a pa- 
tient with pigmented purpuric disease ( lig. 
1) can be correlated with alterations in the 
superficial vascular bed of the skin when 
studied by capillary microscopy. The initial 
vascular change aneurysmal 
dilatation of the dome portion of a number 


consists of 


of end-capillaries visible clinically as red 


puncta. Rupture of these abnormal capil- 
laries is associated with the purpuric phase 


of the disease. Hemosiderosis localized to 


Fig. 3—The findings 


on capillary microscopic 
examination of areas of 
skin where the predomi- 
clinical finding is 
minute — red 
The puncta can 


nant 
numerous 
puncta. 
be seen to 
aneurysmal 


represent 
dilatation of 
the dome portion of the 
papillary capillaries. Re- 
duced 15% 
35. 


from mag. 
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2.—The 


ance of the capillary bed 


Fig. appear- 
in an area of normal skin 
on the leg of a patient 
with pigmented purpuric 
this 


grossly normal area a few 


disease. Even in 


capillaries have circum- 
scribed areas of dilatation 
and there is a_ petechia 
forming about one of 
these ballooned capillaries. 
Reduced 15% 


from mag 


the areas of involved skin constitutes the 


next recognizable phase. Progressive de- 
struction of the end-capillaries and dilata- 
tion of the subpapillary the 
vascular changes in the final stages wit- 
nessed clinically as atrophic and ectatic skin. 

Vessels in Normal Skin.—The vascular 


vessels are 


bed in areas of skin with varying types and 
degrees of involvement were studied by 
The nailfold capil- 
laries and normal skin adjacent to lesions 
were examined. 

The nailfold capillaries in all the patients 
appeared anatomically normal. The 
capillary loops and the vessels of the sub- 


capillary microscopy. 


end- 
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papillary plexuses in uninvolved areas of 
skin either distant from or adjacent to 
lesions were usually normal. A few capil- 
laries in these normal areas exhibited mini- 
mal deformity. This deformity consisted 
of a circumscribed dilation of a portion of 
the end-capillary, which was usually limited 
to the loop portion of the vessel (Fig. 2). 

Phase of Aneurysmal Capillary Dilata- 
tion.—Examination of the vascular bed in 
an area of skin where the predominant 
clinical finding consisted of small red puncta 
from pinpoint to pinhead size revealed al- 
tered capillaries. The changes consisted of 
bulbous dilatation of the dome portion of 
many individual capillaries (Fig. 3). Each 
red puncta seen grossly was a dilated capil- 
lary dome microscopically. 

A bulbous deformity occasionally was 
seen to involve the venous capillary limb 
rather than the dome portion of the vessel. 
These aneurysmal dilatations of the capil- 
laries were persistent during the period of 
observation. Engorgement of the superficial 
vascular bed produced by a tourniquet was 
not required for the dilatation to be appar- 
ent. The size of the dilated portion could 
be increased, however, by stasis, and this 
increase was transitory. The number of 
end-capillaries which appeared abnormal in 
any one field varied with the stage of the 
disease. 
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Where the disease process in the exam- 
ined site was in an early stage, the subpapil- 
lary vessels appeared normal, At no stage 
did we see bulbous deformity involving the 
vessels deeper than the superficial capil- 
laries. Some of our patients had lesions 
including red puncta on the upper extremi- 
ties. The capillary changes in these lesions 
were the same as those occurring in lesions 
on the lower extremities. 

Purpuric Phase.—Application of a pres- 
sure cuff to an extremity having red puncta, 
the cuff being left in place for three min- 
utes, did not cause rupture of the deformed 
capillaries, except in the two patients re- 
corded as having positive tourniquet tests. 
In five of the patients with negative tourni- 
quet tests, negative pressure applied to skin 
of involved sites for 30 to 45 seconds did 
cause rupture of the capillaries at the site 
of aneurysmal dilatations (Fig. 4). The 
leakage of the formed elements of the blood 
out of the capillaries then appeared as 
petechial hemorrhages. 

Hyperpigmented Phase.—¥igure 5 rep- 
resents the vascular bed in a lesion which 
clinically was a hyperpigmented area. The 
pigment appears as numerous fine granules 
irregularly distributed through the tissue. 
There is a marked decrease in the number 
of end-capillaries present in this site. Those 
that remain are somewhat dilated and de- 


Fig. 4.—A capillary bed 
with dilated capillary 
domes, showing effects of 
negative pressure on the 
vessels. Several of the 
capillaries are more mark- 
edly dilated and 
vessels have begun to 
leak blood into the tissue 
to form petechiae. Bleed- 
ing occurs at the dilated 
capillary dome. Reduced 
15% from mag. X 35. 


some 
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formed. There is no evidence that capillary 
regeneration has taken place in this site. 
Some subpapillary vessels are visible, and 
they are almost devoid of end-capillaries. 

Atrophic Phase.—V igure 6 represents the 
vascular bed in a lesion which has _ pro- 
gressed to atrophy of the skin, and minute 
telangiectasias are grossly visible. Almost 
no end-capillaries remain. The subpapillary 


vessels appear more prominent than in nor- 
mal skin. These dilated subpapillary ves- 
sels are clinically seen as_telangiectasias. 
They are not newly formed vessels. In none 
of the areas studied did we see the forma- 


Fig. 6.—The final stage 
in the evolution of skin 
changes characteristic of 
pigmented purpuric dis- 
ease. In this lesion the 
epidermis and upper co- 
rium are atrophic, and 
this is most probably sec- 
ondary to the destruction 
of the end-capillaries. The 
ectasias which are grossly 
visible in these areas can 
be seen to be the 
papillary plexus, the ves- 


sub- 


sels of which are 
somewhat dilated. There 
is considerable hemo- 
siderin deposition which 
appears granular. Re- 
duced 15% from mag. 
x< 35. 
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Fig. 5.—The capillary 
bed in an area of skin in 
which the clinical appear- 
ance was characterized by 
and 
minimal The 
numerous small granules 
hemosiderin de- 
posits. Note the marked 
decrease in the number of 
end-capillaries present 
dilatation of the 
those 


hyperpigmentation 
atrophy. 


are the 


and 
venous portion of 
capillaries which are seen. 
In right upper quadrant 
the subpapillary plexus is 
visible with few papillary 
capillaries arising from it. 
Reduced 15% from mag. 


><. 48. 


tion of new capillary vessels to replace those 
which were destroyed by the disease process. 

Intravascular Clumping.—In all patients, 
intravascular sludging was observed, not 
only limited to the vessels within lesions, 
but also in the capillaries of the normal skin 
and in the nailfold capillaries. Alterations 
in the degree of sludging did not correlate 
with the state of the eruption. It was ob- 
served during periods when many new 
petechiae were developing and was also wit- 
nessed in some patients who were not de- 
veloping new petechiae at the time of 
examination. A granular flow or intravas- 
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cular clumping of the formed elements of 
the blood can be induced or, if present, 
markedly increased by the application of a 
tourniquet to produce venous stasis in the 
extremity. No stasis was produced in this 
manner during our observations. The de- 
gree of sludging can vary from only an 
occasional clump of cells passing into an 
end-capillary to the continuous presence of 
a granular stream in capillaries. The rate 
of flow of the blood through the end-capil- 
laries appeared to be decreased. At times 
a large clump of cells was seen to enter a 
capillary and lodge usually in the dome 
portion, where it would halt the flow of at 
least the formed elements of blood through 
that channel for periods of time up to a 
minute. The phenomenon of sludging was 
observed to be somewhat more pronounced 
in those vessels located in the sites of le- 
sions. At this point it is well to recall that 
in observation of the superficial vascular 
bed of the skin by microscopy the vessel 
walls are not visible and one sees only the 
blood filling the vessel. Because of this, any 
effect which the passage of a granular 
stream through a capillary may have on the 
vessel wall is not directly seen. Those ef- 
fects on the characteristics of the stream 
and rate of flow are witnessed. 


Comment 

The progression of changes in the super- 
ficial vascular bed of the skin can be corre- 
lated with the clinical appearance of the 
lesions in patients with pigmented purpuric 
disease. The primary pathological alteration 
we have observed in early lesions is an 
aneurysmal dilatation of the dome portions 
of end-capillary loops. This dilated portion 
of the end-capillary is situated in the vault of 
a dermal papilla and clinically appears as a 
minute red punctum from pinpoint to pin- 
head in size. 

Rupture of these dilated and weakened 
capillaries results in small hemorrhages into 
the upper corium which then appear grossly 
as petechiae. This is the second stage in 
the series of changes. Blood pigments are 
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deposited in the corium as an aftermath of 
the hemorrhages, and incomplete removal 
results in widely varying degrees of more 
or less persistent hemosiderosis in the skin. 
Rather than rupture of the end-capillaries, 
thrombosis of the capillary also can occur. 
In either case, we have not witnessed the 
formation of new end-capillaries to replace 
those which have been destroyed. Late- 
stage lesions are found to be devoid of 
end-capillaries, or only a few remain. Fre- 
quently there is a compensatory increase in 
the diameter of the venules at the level of 
the subpapillary plexus. Depending on the 
degree of atrophy of the upper corium, the 
amount of pigment present, and the thick- 
ness of the overlying epidermis and keratin, 
these dilated venules may appear as ectatic 
vessels clinically. 

It is evident from studying the clinical 
course of patients with pigmented purpuric 
disease that there is a wide variation in the 
degree of progression of individual lesions 
and there is also a difference found from 
patient to patient. Individual lesions in 
patients with the Majocchi variety of pig- 
demonstrate a 


purpuric disease 


greater propensity to eventuate in atrophy 


mented 
and ectasias. In our experience it is not 
uncommon to find at least a few atrophic 
areas with visible ectasias in Schamberg’s 
type of pigmented purpuric disease. Three 
of the patients in this series complained of 
pruritus of the lower extremities, which 
was worse during the winter months. There 
was lichenification of the skin present in 
one of these patients. The skin of the legs 
was very dry in these same patients. Con- 
siderable relief was afforded in each case by 
the avoidance of soap and water and local 
applications of an emollient cream. The 
patient who had lichenification of the skin 
in addition to the other findings common 
to pigmented purpuric disease satisfies the 
criteria of pigmented purpuric lichenoid 
dermatitis of Gougerot and Blum. We feel 
that nothing is added to the understanding 
of pigmented purpuric disease by subclassi- 
fying the cases as Majocchi’s disease, 
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Schamberg’s disease, or Gougerot and 
Blum’s disease. None of the patients in this 
series had red puncta as the sole clinical 
finding, and so we do not know what the 
superficial vascular changes are in angioma 
serpiginosum. Since a purpuric and pig- 
mented phase is not described as part of the 
clinical manifestations in angioma serpigi- 
nosum, it is doubtful that this entity should 
be included in the same class as pigmented 
purpuric disease. 

Randall et al.) reviewed the histopathol- 
ogy of pigmented purpuric disease and felt 
that the microscopic picture was similar 
except in degree, there being no character- 
istic histopathologic feature unique to any 
one of the conditions. They described endo- 
thelial proliferation of the superficial vessels 
in the papillary and subpapillary regions, 
resulting in newly formed capillaries. In 
none of the areas that we studied in the 
12 patients by capillary microscopy did we 
see evidence of new capillary formation. 
They also postulated that there is frequently 
a stasis factor playing a role in pathogenesis 
even in the absence of gross venous incom- 
petency. The lack of any dilatation of the 
venous subpapillary plexus in early lesions 
studied by capillary microscopy does not 
support this contention. 

In all 12 of the patients in this study, 
blood sludging or intravascular clumping of 
the formed elements was a consistent find- 
ing. This phenomenon was not limited only 
to the vessels of involved areas of skin but 
was also observed in the nailfold capillaries 
of each patient. There was no relation be- 
tween the degree of sludging and the ac- 
tivity of the disease process. The causes of 
intravascular clumping of the formed ele- 
ments of blood are many.® We have seen 
sludging in normal persons with no appar- 
ent disease. It is commonly present in the 
vascular bed of skin which is the site of an 
inflammatory process. Intravascular sludg- 
ing can be produced in the superficial circu- 
lation of the skin by the application of a 
tourniquet to an extremity, and it is usually 
found in the vascular bed of the skin of 
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patients with stasis due to congestive heart 
failure. Knisely * has found that drugs and 
any febrile illness may result in intravascu- 
lar sludging. He has postulated that sludg- 
ing may produce pathologic alterations in 
It is 
a possibility that sludging plays a role in 


tissue by causing minute thromboses. 


the pathogenesis of pigmented purpuric dis- 
ease. The passage of a clump of cells 
through an end-capillary can be seen to 
interrupt the usual laminar flow and greatly 
retard the rate of flow through the vessel. 
The large clump of cells in moving through 
the narrow end-capillary may mechanically 
damage the lining of the vessel. Some other 
factor, as yet unknown, must be present 
before sludging can be perceived to produce 
a persistent anatomical alteration in capil- 
laries, because the majority of conditions 
in which sludging has been described are 
not associated with purpuric eruptions of 
the skin. 

The criteria for classifying a purpuric 
disease as a vascular purpura include the 
demonstration of a normal clotting mecha- 
nism and normal platelet function. Bleeding 
results from or extrinsic abnor- 
malities of the vascular bed itself. An ex- 
ample of vascular purpura with intrinsic 
vascular change is hereditary telangiectasia. 
In this disease, anatomically abnormal vas- 
cular structures from which bleeding occurs 
are present in the skin. The Ehlers-Danlos 
syndrome and purpura senilis are examples 
of the vascular purpura group in which the 
extrinsic factors of an altered stromal sup- 


intrinsic 


port of the superficial vascular bed con- 
tributes to bleeding in the skin. Pigmented 
purpuric disease is classified with the vas- 


cular purpuras because there is an absence 


of clotting defects, normal platelet function 
is present, and a consistent anatomical de- 
fect in the superficial capillaries of the skin 
is demonstrable. 


Only 2 of the 12 patients in the series 
had a positive tourniquet test, and this is a 
somewhat lower incidence than has been 
reported previously.' There was no other 
discernible difference between these two 
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patients and the remainder of the group. 

The number of patients with a positive 
tourniquet test might have been increased 
had the tourniquet been left on longer. 

The aneurysmal dilatation in the end- 

capillaries is the intrinsic anatomical defect 
in pigmented purpuric disease, and the 
marked perivascular cellular infiltrate prob- 
ably operates as an extrinsic factor contrib- 
uting to the fragility of these vessels. It is 
not known whether the cellular infiltrate pre- 
cedes development of the initial capillary 
changes in pigmented purpuric disease. 

One patient with pigmented purpuric 
disease also had polycythemia. This associa- 
tion has previously been reported by Got- 
tron® and Weiner,* who state that the 
increased viscosity of the blood, the large 
blood volume, the high platelet count, and 
high blood pressure often found in the poly- 
cythemic patient favor the development of a 
variety of vascular disturbances. 

Recently, Fainshtein,® investigating the 
vascular factor in the development of hem- 
orrhage in aplastic and hypoplastic anemias, 
has studied the capillaroscopic picture in the 
nailfolds of 33 patients. Among his findings 
were dilatation of the capillaries particularly 
affecting the transitional bends of the ves- 
sels and a rapid granular flow. He also 
found these changes reversible in the hypo- 
plastic anemias during remission following 
treatment. However, the aneurysmal dilata- 
tion of the capillary 
Fainshtein appeared only 
tion of venous stasis by means of a cuff 
applied to the extremity. The transitory 
dilatation of the transitional or dome por- 
tion of capillaries described by Fainshtein 
and the persistent aneurysmal dilatation of 
the dome portion of the end-capillaries we 
found in our patients focuses attention on 
the role of this particular part of the super- 
ficial vascular bed in diseases with purpuric 
manifestations. This portion of the capil- 
lary appears to be the same histologically 
as other capillary endothelial tubes. Nor- 
mally, the diameter of the dome portion of 
skin capillaries is the same as the venous 
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capillary limb and is somewhat wider than 
the arterial capillary limb. The most notice- 
able characteristic of this portion of the end- 


capillary is its marked curvature. This 
curvature in the capillary tube may be an 
important factor in causing this portion of 
the end-capillary to be more susceptible to 
damage as a consequence of alterations in 
the hemodynamics of the capillary blood 
flow resulting, for example, from intravas- 
cular sludging. It appears that investigation 
of the vascular factors contributing to in- 
creased capillary fragility in purpuric dis- 
eases might well be fruitful if directed 
toward study of the dome portion of the 
superficial capillary and its response to 
altered capillary hemodynamics. 


Summary and Conclusions 


The superficial vasculature of the skin in 
12 patients with pigmented purpuric disease 
was examined by capillary microscopy. 

An aneurysmal dilatation of the dome 
portion of many capillaries in involved areas 
of skin was found, and these dilated vessels 
appear grossly as red puncta. 

The dilated capillary dome is weakened 
and is the site of petechial hemorrhage. 
Hemosiderin deposits in the skin follow re- 
peated episodes of bleeding. 

Capillary regeneration was not observed, 
and sites which are repeatedly involved by 
petechiae eventually are devoid of end-capil- 
laries. Loss of the capillaries eventuates in 
atrophy of the dermal papillae. At times the 
venous subpapillary plexus in regions de- 
void of end-capillaries becomes permanently 
dilated and may appear through a thin 
epidermis as telangiectatic vessels. 

Intravascular sludging was a consistent 
finding in all patients and was present in 
vessels other than those in involved areas. 
No correlation between the degree of sludg- 
ing and the activity of the disease was 
discernible. 


Walter Reed Army Medical Center, Washing- 
ton 12, D. C. 
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Ehlers-Danlos Syndrome 


Ehlers-Danlos’ syndrome is a dysplasia of 
the mesenchymal tissue characterized by 
abnormal hyperlaxity and elasticity of the 
skin; dermofragility, or easy bruising and 
splitting of the skin at the slightest provoca- 
tion, with formation of deep wounds, hema- 
and, finally, 
Tobias 
others * suggested that the symptoms were 
manifestations of a generalized mesen- 
chymal anomaly with changes in the connec- 
tive tissue in skin, tendons, joint capsules, 
large vessels, and internal structures. Publi- 
cations on 


tomas, and  pseudotumors, 


hyperlaxity of the joints. 


based findings in 
Ehlers-Danlos’ syndrome have not been 
found in the literature, and definite proof 
of a universal mesenchymal anomaly is 
lacking. Tscherno-Gubow first described 
the condition in 1892, whereas Ehlers * made 
his report in 1901 and Danlos,® in 1908, 


respectively. 


necropsy 


Most cases occur in isolation,!:3°:7:8:10.12, 


17-19 and some authors consider the condi- 
tion a recessive one. Others, as Wiener 
and Johnson and Falls, and one of us 
(K. O. H."* ) have been able to follow the 
condition through several generations, and 
maintain that Ehlers-Danlos’ syndrome is 
inherited as a dominant. Incomplete pic- 
tures are frequently seen (formes frustes ) ,® 
and this may easily explain the difference 
of opinion about the mechanism of trans- 
mission. Other authors have described the 
occurrence of a complete® and a partial 
monosymptomatic case }*—forme fruste—in 
the preceding generation. We felt that re- 
porting on eight complete cases occurring in 
the same family with biopsy results in three 
was justified as an attempt to clarify the 


“Submitted for publication June 14, 1958. 
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mode of transmission and the 
alterations. 


microscopic 


Report of Cases 


Studies are presented based on_ three 
cases in which histopathologic studies were 
made, out of the family of eight afflicted 
by this syndrome. A geneological diagram 
is also given. 

All affected cases listed in Figure 1 ex- 
hibited the complete syndrome, with fragil- 
ity and hyperelasticity of the skin and 
hyperlaxity of the joints, whereas no in- 
vestigation for formes frustes in the family 
was carried out. Biopsy of the skin was 
performed in the patients 1, 2, and 3 
(marked with asterisks in Figure 1). 

Case 1—A man reported to a military dis- 
pensary because of an ankle sprain and because 
of large traumatic lacerations of the skin over 
the knees, shins, and hands. At the age of 4 
months he and his twin brother (Case 2) had had 
hemangiomas of the back removed. Further ex- 
amination at that time revealed an inguinal hernia 
in the patient, and an umbilical hernia in his twin. 
The typical story of fragility of the skin dated 
back to early childhood. Even minor traumata 
caused deep splitting of the skin, and the wounds 
showed wide separations which did not bleed more 
than wounds in anybody else. The healing was 
relatively rapid in the beginning; then atrophic 
and hypertrophic processes took place, with forma- 
tion of pseudotumors and irregular scars. Final 
healing was delayed to usually two to three times 
as long as would normally be expected, but com- 
plicating infections often further delayed the heal- 
ing. At a later date the pseudotumors showed a 
tendency for breaking down with discharge of pus 
or necrotic material. Sutures tended to cut through, 
and the patient preferred to tape his ulcers rather 
than go to a doctor. Furthermore, laxity of the 
skin was most pronounced and he also had ex- 
tremely lax joints with frequent distortions in the 
ankles. 
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Fig. 1.—Pedigree demonstrating the inheritance of Ehlers-Danlos’ syndrome as an autosomal 
dominant factor. M, afflicted male; m, nonafflicted male; F, afflicted female; f, nonafilicted fe- 


Examination revealed a 21-year-old man of good 
build and of high intellect, and the typical lesions 
were distributed as indicated in the photographs. 
A moderate acrocyanosis was noted on hands and 
feet, and there were also slight perniotic changes 
on the posterior aspect of the upper arms. No 
Raynaud’s phenomenon could be elicited. Periph- 
eral pulses were satisfactory. 

The skin was lax and could be raised to 2 or 3 
in. in height over the forehead, sternum, and 
elbows, but snapped back in correct position when 
The upper lateral part of the eyelids 
was lax and_ hanging over the limbus. 
Fingers and toes could be hyperextended, whereas 
the ankles and shoulder joints showed less changes. 
The patient felt subjectively well, and no endocrine 
Funduscopy, neurologic 


released. 
down 


abnormality was evident. 
examination, and studies for bleeding or coagula- 
tion disturbances were all nonrevealing. 

Case 2.—The twin brother appeared similar to 
the previous case but was of a somewhat lighter 
build. Still, the two were considered to be identi- 
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male. Biopsy of the skin was performed in the patients marked with asterisks. 


cal twins. This man was hospitalized in 1945 and 
in 1951 because of chronic osteomyelitis of the 
His complaints otherwise were identical to 
those Case 1. 
taken from the leg. 


tibia. 
listed in Jiopsy specimens were 
Case 3.—A 34-year-old maternal uncle of the 
twins was seen in 1951. Complaints were identical 
to those of the twins, as were body build and 
clinical features. A biopsy of seemingly “normal” 
skin over the pectoral muscle was performed. 
Other Cases in the Family.—No biopsy 
specimens could be obtained from the five 
other affected members of the family, and 
neither were biopsy specimens obtained 
from the presumably normal members of 
the family. The affected male members of 
the family were noticeably more scarred 
and deformed than the affected females, 


which may be related to greater exposure 
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to traumata in the male with resulting more 
wounds and injuries. Joint symptoms were 
negligible in most instances. 


Comment 


The pedigree (Fig. 1) for our cases is 
highly suggestive of an autosomal dominant 
factor as transmitter of the disease, and 
similar reports have appeared in the litera- 


ture.6!! Other authors have mentioned 
prematurity,® and en- 
docrine disturbances 1618 as causes of 
Ehlers-Danlos’ syndrome or as modifying 
an inherited tendency. Extensive inquiries 
did not reveal consanguinity or prematurity 
in our cases. Neither were obvious endo- 
crine disturbances present. Several investi- 
gations have found a high frequency 
of congenital abnormalities, and epicanthus, 
prognathia, microcephalus, mental retarda- 
tion, absence of abdominal musculature, 
bradydactylia, and acrocyanosis have been 
reported. The twins had broad hands with 
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Fig. 2.—A, atrophic, 
scar-like changes some- 
what similar to achroder- 
matitis chronica on the 
lower extremities, with a 
preference for the bony 
prominences. scar-like 
changes with pseudotu- 
mors on the forearms. 
C, closer views of the 
pseudotumors following 
minor traumas. JD, in- 
creased elasticity of the 
skin. 


short fingers and acrocyanosis, but no con- 
genital defects were noted. 

Hormones, vitamins, and other forms of 
medicaments have been tried and found 
unsuccessful unless diseases of deficiency in 
need of correction existed in the same pa- 
tient. The only treatment of value is a 
conscientious local treatment of the wounds 
with liberal use of general antibiotics, com- 
bined with abstinence from exercises pro- 
moting injuries. The genetic prophylaxis 
must be considered important inasmuch as 
inbreeding or marriage between two persons 
with symptoms of this syndrome in com- 
plete or incomplete forms may give rise to 
the occurrence of a double dose of genes in 
the offspring. 


Histopathology 
There is no uniform agreement as to the 
histopathological findings in Ehlers-Danlos’ 
syndrome. For this reason, we feel that it 
is worth while to discuss the histopathology 
in the three cases presented in some detail. 
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The clinical findings are typical, and the 
family history is unusual in the many mem- 
bers afflicted with the disease. It would 
seem reasonable to consider the pathology 
found in the skin sections as fairly typical 
of the disease, as they all show the same 
changes, with variations in degree only. Our 
findings are in agreement with those stated 
by Ormsby and Montgomery.” 

Ormsby and Montgomery state in their 
textbook that all authors agree that there is 
an increase in tissue. There are, 
however, exceptions to this, and Brown and 
Stock,’ Haxthausen,® and also Strandberg ® 


elastic 


found a decrease. Ronchese? and Tobias, 
on the other hand, mention an_ increase. 
These authors are in agreement, however, 
in stressing a somewhat atrophic epidermis 
with plentiful, loose subcutaneous tissue and 
a relative decrease in collagenous fibers. 
Lewitus ' does not discuss the histopath- 
ology in his case, but the photomicrograph 
in his demonstrates 


shown publication 


mainly loose collagen bundles and swollen, 


18 


fragmented elastic fibers. Bettman '* men- 


tions the remarkable absence of elastic 
fibers in his case. The fibers present were 
distorted and fragmented, while there was 
normal quantity of the collagen connective 
tissue of the corium. The vessels showed 
the same changes, and at later autopsy all 
organs were found to be characterized by 
the same disorder of the connective tissue. 
According to Ormsby and Montgomery,” 


Satenstein stresses the most marked in- 
crease of the elastic tissue to be present in 
the upper part of the corium, and the same 
text cites Gans as having found changes of 
elastic fibers to elacin. Montgomery * men- 
tions a case of his own with the increase 


in the elastic fibers and also an apparent 


merging of the elastic and connective tissue 
fibers similar to that seen in senile skin and 
a tendency towards a slight bluish staining 
of the elastic fibers with hematoxylin and 
eosin similar to that seen in pseudoxanthoma 
elasticum. The section also showed marked 
atrophy of the cutis, with disappearance of 
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most of the collagenous fibers and many 
dilated blood vessels. 

The pseudotumors and _ subcutaneous 
nodules described in Ehlers-Danlos’ 
drome would appear to vary from small 
lobules of fat, which Weber and Aitkin !* 

true fibromas of 
with or without a 
The 


spherules are also described by Tobias.’ 


syn- 


called “spherules,” to 


various consistencies 


foreign-body reaction (Ronchese‘). 


Studies with the electron microscope have 
been done by investigators who found the 
shape of the isolated elastic fibers to be 
normal when viewed both by the ordinary 
and the electron microscope. They found 
the elastic content of the skin of patients 
with Ehlers-Danlos’ syndrome to be about 
normal. 

The biopsy material in the present studies 
includes four specimens taken from three 
patients with Ehlers-Danlos’ syndrome— 
all members of the same family and all men. 
Details are given in the Table. The impor- 
tant findings would seem to be the following : 
The histopathoiogy of Ehlers-Danlos’ syn- 
drome is characterized by an increase in 
elastic fibers and also qualitative changes 
in elastic and collagenous tissue. There 
is an increase in elastic tissue most marked 
in the upper corium, which may be an 
evenly distributed increase or may occur 
in areas. In addition, there is swelling and 
fragmentation, pronounced in the 
deeper layers. The changes in the elastic 


most 


tissue also involve the vessels with increased 
elastic tissue and fibrosis. There is no sig- 
nificant reduction in collagenous tissue, but 
there is looseness of collagen fibers and 
evidence of merging with the elastic fibers. 
Epidermal cysts are present in two of the 
biopsy specimens, and as far as we have 
been able to find this new 
feature which we would consider compatible 
with the easily traumatized skin in Ehlers- 
Danlos’ syndrome. A foreign-body reaction 


represents a 


is present in one specimen, but “spherules”’ 
are not seen. 
significant except in showing hyperkeratosis 
rather than atrophy. Three different stains 


Epidermal findings are not 
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Dorsum 
of hand 


Dorsum 
of hand 


Lower arm 


Chest 


Epidermis 


Hyperkeratosis, in- 
creased granular 
layer, mild acan- 
thosis 


Hyperkeratosis, in- 
creased granular 
layer, mild acan- 
thosis 


No remarkable 
features 


No remarkable 
features 


Hyperkeratosis, in- 
creased granular 
layer, mild acan- 
thosis 


Hyperkeratosis, in- 
creased granular 
layer, mild acan- 
thosis 


Ehlers-Danlos’ 


Elastic Tissue 


Increased amount 
in upper cutis; 
fragmentation & 
clumping & swell- 
ing in lower cutis 

Increase in upper 
cutis in irregularly 
distributed areas; 
clumping, frag- 
mentation & 
swelling in deeper 
corium 

Even increase 
throughout the 
corium 

Increased amount 
throughout corium 
with clumping, 


swelling & fragmen- 
tation in lower cutis 


Increase in upper 
cutis; clumping, 
swelling & frag- 
mentation in deep- 
er cutis 

Irregular increase 
& almost nodular 
in areas; clumping, 
swelling & frag- 
mentation in lower 
cutis 
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Syndrome 


Collagen Corium Vessels 
Perivascular, 
chronic infiltration; 
foreign-body reac- 
tion; epidermal 
cyst 
Mild degeneration Epidermal cyst 
& merging with 
the elastic tissue 


Degeneration & 
clumping 


Increased number 
& thickened walls 


Vessels increased 
in number 


Slight degenera- 
tion 


Slight degenera- 
tion 


Slight degenera- 
tion & merging 
with elastic tissue 


Increase in number 
& thickened walls 


Increase in number; 
thickened walls 


Degeneration & 
merging with 
elastic tissue 


Fig. 3A.—Irregular increase in elastic tissue, 
with clumping, swelling, and fragmentation. In 


some areas the elastic tissue forms regular 


nodules. Elastic tissue stain; x 70. 
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Fig. 3B.—Epidermal cyst. Increased elastic tis- 
sue in areas in upper cutis, with fragmentation, 
clumping, and swelling. Elastic tissue stain; XX 30. 


were used in preparing the sections: elastin 
Van Gieson, elastin-Kernechtrot, and hema- 


toxylin-eosin- Masson stain. Of these stains, 


elastin- Kernechtrot found to be the 
best one even if the elastin Van Gieson was 


The hematoxylin-eosin-Mas- 


Was 


satisfactory. 
son stain was found to be of no value in 
evaluating the slides. This would correspond 
with Montgomery’s result for periodic acid- 
Schiff (PAS) stain in Ehlers-Danlos’ con- 
dition. 


Conclusions 

On the basis of studies of biopsy speci- 
mens from three patients with [hlers- 
Danlos’ syndrome in a family with eight 
known cases, we regard this syndrome as 
having histopathological findings 
enough to allow a diagnosis. The important 
findings are an increase in elastic tissue, 
swelling and fragmentation of the elastic 
fibers, looseness of the collagenous fibers, 
and evidence of merging with the elastic 
fibers. In these findings we are in 


specific 


agree- 
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ment with the histopathology as stated by 
various investigators and stressed in the 
Ormsby- Montgomery !° textbook. The epi- 
dermal changes do not seem. significant. 
The cutaneous vessels may show changes 
corresponding to the connective tissue other- 
wise. A new feature presented is the occur- 
rence of epidermal cysts. 


Summary 


Eight cases of Ehlers-Danlos’ syndrome, 
i. e., hyperelasticity and fragility of the skin 
combined with hyperlaxity of the joints, oc- 
curring in the same family are reported. 
The pedigree suggests a dominant mecha- 
nism of heredity of this disease. Microscopic 
studies were carried out on skin biopsy 
specimens from a pair of twins and their 
The histopathological 
picture is considered to be characteristic. A 


maternal uncle. 


new feature was the occurrence of epidermal 


cysts. Except for local treatment and 


liberal use of antibiotics, no treatment can 
be suggested. Because of the danger of 


Fig. 3C.—Epidermal cyst. Van Gieson stain; 


x 18. 


2 
és 
ay 


Fig. 3D.—Increa: with 
thickening of vessel walls. Elastic fibers show 
fragmentation, clumping, and swelling. Elastic tis- 
sue stain: & 140 


the occurrence of double genes in the off- 
spring, inbreeding or marriage between pa- 
tients affected with complete or incomplete 
manifestations of this syndrome is dis- 
couraged, 
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Dr. Hamilton Montgomery, of the Mayo Clinic, 
Rochester, Minn., reviewed this paper and the 
biopsy specimens. 
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F. KALZ, M.D., Montreal, Canada 


Diagnostic determination of diseases of 
unknown pathogenesis is of necessity vague; 
great confusion has arisen with regard to 
the pseudopelade of Brocq and other forms 
of atrophic permanent alopecias. It has been 
the fashion of the last century to describe 
numerous, clinically slightly aberrant, forms 
as separate entities, while now the general 
tendency prevails to lump together different 
clinical disorders on the basis of one com- 
mon characteristic. This trend is also ap- 
parent in the classification of the disorders 
under discussion. Brocq, in 1888, described 
a cicatricial patchy atrophy of the scalp 
as sycosis lupoide, and Unna, Hoffman, 
Galewsky, and others described the same, 
or very similar, conditions under different 
names.* Brocq stressed the absence of 
clinical inflammation in his cases, which 
differentiates this disorder from the alopecias 
due to purulent folliculitis, but Miescher 
and collaborators and others noted a certain 
amount of papillary reddening in many in- 
stances. Pierini and Borda reported several 
cases of association of lichen planus and 
pseudopelade of Brocq and Spier,’ and 
others concluded that this disorder was a 
variant of lichen planus. Degos and co- 
workers? observed 100 cases of patchy 
atrophic alopecias; 39 of these appeared in 
the classical form as described by Brocq, 
while a coincidence with a variety of other 
skin diseases was noted in the remaining 
cases. Degos does not consider pseudopelade 

Submitted for publication June 17, 1958. 

Department of Medicine, Sub-Department of 
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*The references to the older German and 


French articles may be found in Spier’s* and 
Prieto’s papers. 
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Cicatricial Alopecia and Vitamin A 


as an autonomous disease and suggested 
the term of a “pseudopeladic state.” 

Follicular keratoses on the border of 
growing lesions had been noted by many 
authors; 16% of the patients described by 
Degos ? showed some associated keratoses. 
These follicular keratoses may be minimal 
and hardly visible or may appear as large 
horny follicular cones. In 1915 Graham 
Little * described a syndrome consisting of 
lichen spinulosus of the trunk and cicatricial 
patchy alopecia of the scalp associated with 
nonpermanent alopecia of the pubic and 
axillary hair. Spier and others ' considered 
this as a lichen ruber follicularis, a view 
not shared by Graham Little.4 A compre- 
hensive and lucid discussion of this problem 
is found in Guy Prieto’s® recent article. 


Clinical Study 


We have observed a number of patients 
with cicatricial alopecias in whom vitamin 
A therapy resulted in arrest of progression 
and in some instances in a limited marginal 
regrowth of hair. 

Case 1.—This case was a characteristic example 
of the syndrome described by Graham Little. She 
was first seen in 1947, at the age of 27 years. 
She gave the history of a patchy alopecia which 
started at the age of 13. The patches enlarged 
steadily, although there were periods when the 
process appeared to be stationary and others when 
rapid progression was noted and eventually it came 
to a coalescence of these patches. On examina- 
tion a large hairless area extending from the 
vertex to the forehead was noted. On closer ex- 
amination it became evident that this large area 
was composed of several coalescent patches. The 
center of the patches showed atrophic, shiny, 
thin skin; on the borders some residual hair and 
numerous follicular horny plugs were evident. 
No pustules or signs of active folliculitis were 
found at any time. The center of the face showed 
a slight bluish erythema, large pores, and some 
keratoses; the eyebrows were thin and _ scanty. 
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CICATRICIAL ALOPECIA AND VITAMIN A 


Cicatricial alopecia. 


Axillary and pubic hair was present but sparse. 
On chest, back, and particularly on the extensor 
surfaces of the extremities a typical lichen spinu- 
mild bran-like 
desquamation was noted on arm and legs. No 


losus was present, and a diffuse 
lesions resembling a lichen planus were seen. 
Internal examination showed no particular ab- 
normalities; the diet history suggested an adequate 
vitamin A intake, and the patient had no com- 
plaints other than the dry skin, the alopecia, and 
general For the latter she had used 
vitamin tablets for several months. A hemogram, 
the basal metabolic rate, and several liver-function 
The carotene and 


tiredness. 


tests showed nothing abnormal. 
vitamin A content of the within 
normal limits at this 
result was equivocal, since she had taken tablets 


serum Was 


the first examination, but 


containing vitamin A during the months preceding 
the examination. Later examination performed 
without preceding vitamin A intake showed abnor- 
mally low values (36 I. U.). 

The histological 
dence of any cellular infiltration and was not sug- 
gestive of a lichen planus. She was then given 
150,000 units of vitamin A intake per day, and 
after six weeks a marked improvement of her 
condition occurred. The follicular keratoses had 
disappeared; the hairfall had stopped, and there 
was a marked regrowth of hair at the borders 
of the patch where the keratoses had been seen. 
The follicular lesions on the body had disappeared, 
and the skin appeared less dry. Vitamin A therapy 
was continued in a reduced dose for three months, 
and no further changes occurred for two years. 
At this time she returned, complaining of renewed 
alopecia and of dryness of the skin; her serum 
vitamin A was abnormally low at this point. She 


Kalz 


examination showed no evi- 


was again given vitamin A; the condition im- 
proved again, and she has since been maintained 
by 100,000 units of vitamin A given three times 
a year for a period of six weeks. She has re- 
turned for yearly follow-up examinations, and the 
condition has remained stationary. She has been 
followed for 11 years. 

Case 2.—A 25-year-old woman complained of an 
increasing number of bald patches for three years. 
She had suffered a total alopecia following typhus 
at the age of 14, with subsequent complete re- 
growth of normal hair. Examination showed sev- 
small patches of alopecia; her diet was 
normal. The center of the patches was atrophic 
with no visible follicles; the margin showed wid- 
ened follicles, and minimal keratosis could be dis- 


eral 


cerned under the magnifying glass, but there was 


no erythema or scaling. There was an insignificant 
follicular keratosis on the shoulders. 

The fasting carotene was high; the vitamin A 
values were low (42 I. U.). When she was given 
150,000 units of vitamin A daily, the progression 
of the process stopped and the keratoses disap- 
peared slowly. After discontinuation of the therapy 
for several months, a sudden reactivation of the 
process occurred and the patches increased in size. 
The patient has since been taking vitamin A regu- 
larly three times yearly for a six-week period. 
For the past six years she has been followed by 
yearly examinations and the size of the patches 
has remained unchanged. 

Case 3.—A 32-year-old man gave the history 
of progressive hairfall for five years and increase 
of patches during the last months. The onset of 
the disorder coincided with a violent gastrointesti- 
nal upset. Examination revealed numerous atrophic 
patches on his scalp with small but definite fol- 
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licular keratoses on the margin. The history was 
not contributory, but his diet had been low in 
protein and vitamin A for several years. Both his 
carotene and vitamin A serum level were low 
(carotene 10 I. U.; vitamin A 43 I. U.). 

Vitamin A medication, 150,000 units a day, re- 
sulted in disappearance of the follicular keratoses 
and complete arrest of progression. 

- Two more patients with an_ identical 
clinical picture showed similar response to 
vitamin A therapy. 


Laboratory Studies 


Materials and Methods 

The carotene and vitamin A serum levels have 
been determined fasting and three hours and six 
hours after ingestion of 200,000 units of vitamin 
A. The calorimetric method of Carr and Price 
was used.® The following groups were examined. 

I. Fifteen healthy volunteers 

II. Eight patients suffering from contact derma- 
titis and other minor skin disorders 

III. Five patients with ichthyosis 

IV. Five patients with various dematoses in- 
volving disturbances of keratin formation 

V. Four patients with cicatricial alopecia fea- 
turing follicular keratoses. 

Results 

Only the fasting vitamin A values are 
recorded, since neither the carotene nor the 
values after vitamin A medication showed 
any consistent abnormalities. 

The mean values and standard error of 
the control groups were 86.3+4.6 I. U. and 
are within the limits of normal described 


TABLE 1—Fasting Vitamin A Serum Levels 
(I. U.) in Various Skin Diseases 


Group I Group II Group III GroupIV Group V 
81.8 61.0 53.0 83.0 36.0 
117.1 58.0 81.0 44.0 32.3 
119.4 94.0 60.0 16.3 32.6 
92.0 67.0 97.0 22.3 50.0 
87.0 46.0 20.4 43.0 

88.0 101.0 

77.0 112.0 

99.3 46.3 

92.0 

78.2 

57.2 

81.1 

63.0 

96.0 

65.0 
62.3413.0 41.7411.7 37.744.2 


86.344.6 * 73.249.1 


~* Mean and standard error. 
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TABLE 2.—Analysts of Variance of Data in Table 1 


Degrees 
Source of of Sum of 
Variation Freedom Squares 


Mean 

Square F | 
Between groups 4 12473.21 3118.30 6.498 <0.001 
Within groups 

(error) 32 
Total 36 


15355.86 479.87 


27829.07 


for healthy persons. The first seven values 
in Group I were those of men (mean and 
standard error 94.6+6.4 I. U.). Corres- 
ponding values for the remaining eight 
women listed in Group I were 79.0+5.7 
I. U. Differences due to sex were on the 
borderline of significance (0.01>P>0.05), 
the values in males were somewhat higher 
than those in females. 

An analysis of variance was conducted 
on the data of the five groups. The differ- 
ence between the groups being highly 
significant, the performance of the f-test 
between the various groups utilizing the 
standard error variance was derived from 
the error variance was permissible. The fol- 
lowing results were obtained : 

1. There was no significant difference 
between the two control groups (Groups I 
and II, 0.20>P>0.10). 

2. Group I was significantly higher than 
Group IIT (0.05>P>0.02) and higher than 
Group IV (P>0.001) and Group V 
(0.01>P>0.001). 

3. Group II showed significantly higher 
values than Groups IV and V_ (0.05> 
P>0.02). 

4. All other differences between the 
Groups were not significant (P>0.10). 

Werner Jadassohn * has rightly pointed 
out the contradictions and the ambivalence 
of some of the reports on vitamin A serum 
levels and on therapeutic results achieved 
with this vitamin. 

Our material suggests that the fasting 
vitamin A levels are somewhat higher in 
males than in females. There was no sta- 
tistically significant difference between 
control Groups I and II, but some low 
values were noted in Group II, which in- 
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cluded patients of a lower socioeconomic 
status and probably poorer diet as compared 
with the group of volunteers, all of whom 
were doctors and nurses. Groups I, II, III, 
and V had only young persons, while in 
Group IV three old patients were included. 
The lowest values were found in a keratotic 
erythroderma (16.3 I. U.) and in a case of 
Darrier’s disease (22.3 I. U.). The serum 
levels of the four cases of alopecia with 
follicular keratosis (Group V) were uni- 
formly low. 


Comment 

We agree with Degos’ concept of a 
pseudopeladic state and believe with Prieto 
and others that pseudopelade of Brocq in 
its atrophic stage is indistinguishable from 
terminal stages of cicatricial discoid lupus 
erythematosus or lichen planus, folliculitis 
decalbans, and other disorders. 

Some of the early and progressive cases 
of these cicatricial alopecias may show 
marginal follicular keratosis. The low fast- 
ing vitamin A values and particularly the 
therapeutic result achieved with vitamin A 
therapy suggest that a disturbance of the 
vitamin A metabolism may be present in 
these cases. 


Summary 


Three cases of pseudopelade of Brocgq, 
showing marginal follicular keratosis, and 
one case of Graham Little syndrome were 


treated with vitamin A, with the result that 
the progress of the disease was arrested. 
The fasting serum vitamin A levels of these 
four patients were determined and com- 
pared with those of normal subjects and 
were found to be significantly lower than 
the values of the control groups; the ab- 
sorption of vitamin A after oral medication 
appeared to be normal. 


Drummond Medical Building, 1414 Drummond 
St. 
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Destruction of Fingerprint Pattern by Superficial 


Late Syphiloderm 


HERMANN PINKUS, M.D., and HAROLD PLOTNICK, M.D., Detroit 


The subject of this report is the unusual 
occurrence of a syphiloderm on the palmar 
aspect of one hand that healed with destruc- 
tive alteration in the ridged surface pattern 
of the epidermis and obliterated the identi- 
fying features of the fingerprints. 


Report of a Case 


A 40-year-old white obese woman complained of 
an extremely pruritic eruption confined to the palm 
of her right hand. She said that the eruption first 
appeared when she was 6 years of age and took 
the form of itchy “water blisters.” She had been 
treated through the years with a variety of local 
medications, but there was never complete healing. 


” 


The patient was examined on Feb. 10, 1945, and 
presented a diffuse, dull erythema with scattered 
areas of crust formation and exfoliation over the 
complete palmar aspect of the right hand and 
accentuated wrinkling over the fingers and thenar 
region. The involved part was delimited from the 
normal skin by a gyrate and slightly infiltrated 
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Fig. 1—Palmar aspect 
of the right hand, show- 
ing areas of crust for- 
ex foliation 
with accentuated 
kling over the fingers and 
thenar region. Sharp de- 
lineation of pathologic 
from the unin- 
noted at 


mation 
wrin- 


process 
volved skin is 
the palm-wrist junction. 


border at the volar wrist, with extension there 
along both the medial and the lateral aspects of the 
hand. The remainder of the skin examination was 
noncontributory. 

Examination of scales from the palm for fungus 
elements (direct potassium hydroxide mount) was 
The serologic test for syphilis (Kahn) 
was reported to be positive, 4+. 


negative. 


Sections of a biopsy specimen removed from the 
infiltrated border (wrist) on Feb. 17, 1945, were 
described as follows: “The epidermis is acanthotic 
with uneven elongation of the rete ridges, partial 
layer, dense 
containing microabscesses. 


loss of the and 
keratotic 
papillae are long and somewhat 
predominantly lymphocytic infiltrate is present in 
the pars papillaris and intermingling extensively 
with the epidermal cells of the rete ridges. An 
accumulation of polymorphonuclear cells is present 
The deeper layers of 
the corium are free of pathologic changes.” 

The patient was started on a 10% solution of 
potassium iodide by mouth on Feb. 17, 1945. The 
dosage was daily, thereafter, until a 
maintenance dose of 4.5 gm. of potassium iodide 


granular para- 


The 
edematous. <A 


scales 


in the suprapapillary plate. 


increased 


per day was achieved. 

The skin continued to improve slowly and the 
gyrate borders disappeared by April 21, 1945. 
At that time, the potassium iodide was discon- 
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DESTRUCTION OF FINGERPRINT PATTERN 


Fig. 2.—Dorsum of 
right hand, with 
infiltrated border running 


sharp 


lateral 
proximal 


along the aspect 
of hand and 


thumb. 


subsalicylate (1.5 cc.) was 


tinued and 
administered intramuscularly at weekly intervals. 
The skin was recorded as entirely clear on June 2, 
1945. However, on close examination of the right 


bismuth 
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hand, a diffuse dissolution of the normal epidermal 
ridge pattern of the fingers and palm into rather 
Finger- 


irregular short lines and dots was noted. 
print impressions were taken of all digits of both 


Fig. 3.—Photomicro- 
graph of biopsy specimen 
from infiltrated border 
(wrist), showing the ex- 
tensive inflammatory in- 
filtrate in the superficial 
corium with invasion of 
rete ridges. The deeper 
lavers of the cutis are free 
of pathologic changes; 


iy. 
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hands. The left hand prints were compleie in 
every detail. On the right hand, however, the 
epidermal ridge formations were destroyed to the 
point where the general pattern type could not be 
ascertained with any degree of accuracy. 

For a lasting record a mold of Negocoll plastic 
was made of the fingers of both hands and their 
negative impression was transferred to fresh 
plaster of Paris to produce a permanent positive 
cast. 

A repeat Kahn test on June 29, 1945, was re- 
ported as positive. The patient’s husband had a 
negative serologic test for syphilis. The couple 
had no children. 

The bismuth subsalicylate injections were con- 
tinued at weekly intervals until Sept. 28, 1945, 
after which time the patient failed to return for 
further treatment. She died about two years later 
of complications following extirpation of the gall 
bladder. No autopsy was performed. 


Comment 
The clinical picture of late syphilis of the 
skin is characterized by lesions which are 
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Fig. 4.—Positive cast of 
the right index finger tip 
(after treatment) dem- 
onstrates dissolution of 
the normal epidermal 
ridge pattern by the scar- 
ring process. Arrows 
point to examples of pre- 
served sweat ducts and 
their respective pores. 
Reduced 28% from mag. 
10. 


sparse, indolent, and asymmetric. An in- 


durated cord-like arciform border with 
atrophic changes occurring centrally as the 
border advances is frequently described as 
characteristic of late syphiloderms.' These 
points are significant in differentiating 
syphilis from psoriasis, eczema, drug erup- 
tion, and dermatophytosis. 

Late palmar and plantar syphilids often 
appear without any other manifestations of 
late syphilis, and as a rule only one palm 
or sole is affected.2, The advancing border 
may spread to involve the palmar and plantar 
aspects of the fingers and toes, but it rarely 
attacks the dorsal aspect of the hands or 
feet.* Morphologically, the lesions may be 
either (a) single and psoriasiform in type, 
(b) multiple, small, scaly and polycyclic, or 
(c) multiple, keratotic, and punctate with 
plugs and pits.’ 
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Although the presence of vesicles elimi- 
nates syphilis for all practical diagnostic 
purposes, a syphilid of the palm may be 
coincident with an eczematous dermatitis, 
thereby confusing the clinical picture.” 

In this patient, it may be assumed that 
she had acquired a dermatitis of her hand 
in childhood which served as a locus minoris 
resistentiae and favored localization of the 
late syphiloderm. No accurate history of 
the syphilitic infection was obtainable. 

Permanent destruction of the fingerprint 
pattern in healed late syphilis of the palm 
is rare. Survey of the literature disclosed 
that Vieira ® described a case of late syphilis 
which caused destruction of the epidermal 
cristae (ridges) of all fingers of one hand, 
as in the case reported by us. In contrast, 
fingerprint changes with permanent altera- 
tion of the epidermal ridges are not in- 
frequently observed in leprosy.® 

Alteration in the fingerprint pattern in 
our case was due to irregular destruction of 
the epidermal cristae, giving both a broken 
line and a beaded appearance. The terminal 
portion of the sweat ducts, the only super- 
ficial structures not involved, kept up some 
semblance of ridge formations. 

Cutaneous elevations which characterize 
late syphilids of the finger tips are due to 
cellular infiltrates in the pars reticularis of 
the corium. When these granulomas heal, 
scar formation ordinarily takes place in this 
portion of the cutis; the pars papillaris and 
the overlying epidermis are only mildly in- 
volved by secondary atrophic changes. 

We have previously reported that accurate 
reproduction of the fingerprint is possible 
as long as the dermal papillae are preserved 
in their respective double columns.* Burks * 
showed that when a major portion of the 
dermal layer is destroyed the finger heals 
with a smooth scar, free of any identifying 
ridge pattern. The usual absence of altera- 
tion of the fingerprints in syphilis suggests 
that scarring of the deeper corium without 
destruction of the papillary layer does not 
necessarily affect the ridge pattern. 
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DESTRUCTION OF FINGERPRINT PATTERN 


What makes the pathology in our case 
different is the unusually superficial cellular 
infiltrate in the upper corium which actually 
hugs and sometimes invades the basal layer 
and rete ridges in many areas. On healing 
the scar formation must have destroyed the 
papillary portion of the cutis. It seems, 
therefore, that the papillary portion is pri- 
marily responsible for the reproduction and 
maintenance of fingerprint characteristics. 

An interesting observation in this case is 
that the terminal sweat ducts appear to have 
remained unaltered in spite of the pathologic 
changes surrounding them. Investigative 
studies on the eccrine sweat gland apparatus 
have demonstrated that the intraepidermal 
portion of the sweat duct is a definite struc- 
ture, independent of the epidermis through 
which it travels.S Lobitz and associates 
showed that the “epidermal eccrine sweat 
duct unit” possesses its own highly special- 
ized luminal cells and periductal sheath of 
epidermal cells. The 
tissue, which both shrank and distorted the 


contraction of scar 
epidermis, spared the epidermal sweat ducts, 
a fact supporting the concept of its inde- 
pendent stature. 

We are fully aware that neither the clini- 
cal nor the histologic or fingerprint dis- 
turbances of this case are typical of syphilis 
of the palm. The sharp infiltrated margin 
of the affected area was the one feature 
arousing clinical suspicion. The positive 
serologic tests were supportive, and the 
prompt, complete, and permanent clearing 
of the recalcitrant dermatosis under anti- 
syphilitic therapy constituted empirical proof 
of the diagnosis. The severe pruritus and 
diffuse involvement of the entire palmar sur- 
face of the hand and fingers were mislead- 
ing. Even the histologic picture simulated 
psoriasis and certainly was not typical of 
late syphilis. 

This case was presented to the Clinico- 
Pathologic Conference, American Academy of 
Dermatology and Syphilology, Chicago, Dec. 7, 
1955. Dr. Hamilton Montgomery, one of the panel- 
ists reviewing the case remarked: “I agree to a 
diagnosis of psoriatic syphiloderm. As a_neo- 
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phyte in 1922, I insisted on a histologic diagnosis 
of psoriasis in a biopsy from a unilateral group 
of lesions on one arm which Dr. Ormsby correctly 
maintained were those of a nodular syphiloderm 
and which responded promptly to treatment.” 


+10 


At this time, a statement by Cabot 
seems to be most apropos: “In almost every 


carefully studied case there are one or two 
facts which stray across the clinical held 


quite wild and untamed, and never submit 
to any rational explanation.” 


Summary 
An unusual case of superficial late syphilis 
of the palm with permanent alteration of 
the fingerprint pattern in all digits of that 
hand is reported. The probable mechanisms 
for the fingerprint changes are discussed. 
Department of Dermatology, College of Me li- 
cine, Wayne State University. 
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ARTHUR C. CURTIS, M.D., and THOMAS G. JANSEN, M.D., Ann Arbor, Mich. 


While much interest has been given to 
the generalized systemic forms of sclero- 
derma, relatively little information has ap- 
peared about localized scleroderma. Reports 
concerning the use of various therapeutic 
agents in localized scleroderma continue to 
appear, but with a limited knowledge of the 
natural course of the untreated disease and 
often a lack of any 
true evaluation of therapeutic effectiveness 
or failure can only be presumptive. Dowl- 


control observations 


ing ' has stated, “. . . at present, there is not 
very much that one can usefully say about 

In an effort to obtain some information 
regarding the prognosis in treated and un- 
treated patients, we have summarized the 
records of 115 patients who had localized 
scleroderma and who were observed at the 
University Hospital (Michigan) between 
1932 and 1955. It is generally assumed 
that the disease is self-limited and without 
serious complications. Much of the evidence 
for the benign character of localized sclero- 
derma seems to be based upon individual 
case evaluation rather than a_ prolonged 
follow-up in a large series of patients. 

Many sources place little stress upon a 
separation of localized scleroderma into dis- 
tinct types and the variation in prognosis 
associated with each type. Since confusion 
in the use of terms pertaining to localized 
scleroderma exists, it seems proper to begin 
this discussion with a definition of the types 
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The Prognosis of Localized Scleroderma 


scleroderma as used in this 


of localized 
evaluation. Three clinical forms of localized 


scleroderma are of definite enough morpho- 
logic variations to warrant subclassification. 


Localized Scleroderma 


1. Morphea.—Morphea is usually char- 
acterized by a discrete oval lesion with a firm 
center and a_ surrounding 
The lesions are usually 


ivory-colored 
violaceous halo. 
single or few in number and may vary in 
size from 1 to 20 or 30 cm. Although the 
lesion is firm and may be slightly elevated, 
it is not bound to the deeper structures. 
Upon involution, it frequently leaves an 
atrophic area with a decrease or increase 
in skin pigmentation. 

2. Guttate Morphea.—This seems to be a 
variant of the above, but, instead of a few 
lesions, many small lesions of a white to 
ivory color are found. The upper trunk 
and thighs are most frequently involved, but 
the remaining areas of the extremities and 
even the face may be involved. A great deal 
of confusion exists between this entity and 
lichen sclerosus et atrophicus. Montgomery 
and Hill? feel that microscopic differentia- 
tion can be made. These smaller discrete 
lesions usually do not have the firm sclero- 
dermatous character of morphea. 

3. Linear Scleroderma.—As is indicated 
by its name, this form of localized sclero- 
derma is arranged in a band-like linear dis- 
tribution. It may occur on the head, trunk, 
or extremities, Its most characteristic point 
of separation from morphea, in addition to 
its distribution, is its deeper involvement 
with fixation to underlying structures. Since 
its onset is most often during the first two 
decades of life, its deep involvement of the 
skin and periosteum may lead to deformities 
of an extremity or a side of the face. A 
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history of preceding trauma is frequently 
obtained. When it involves the face and 
scalp, it enjoys the term “en coup de sabre.” 


History 

Erasmus Wilson is credited by Fox * as 
the first to use the term morphea, because 
he felt the areas were vestiges of true lep- 
rosy. However, several cases at Guy’s Hos- 
pital were called white tubercle or morphea 
previous to Wilson’s report. In 1868, Hil- 
ton Fagge* wrote an extensive essay “On 
Keloid, Scleriasis, and Morphoea.” He 
clearly delineated the keloid of Alibert (true 
keloid) from that of Addison (morphea), 
and pointed out the relation of Addison’s 
keloid to scleroderma. Through a series of 
case reports he classified the recognizable 
forms of localized scleroderma. The good 
prognosis of keloid of Addison was noted, 
and the atrophy or hemiatrophy associated 
with linear, or “coup de sabre,” scleroderma 
was recognized, In one case, Fagge pointed 
out the occurrence of an isolated patch of 
scleroderma for a two-year period with 
eventual wasting contractures of the arms 
and legs. 

The observation that an occasional case 
of localized scleroderma eventuated in a 
generalized systemic sclerosis prompted in- 
terest in this report. Duckworth® reported 
a patient with localized scleroderma followed 
in five years by weakness, malaise, and joint 
pains. Much more recently, Leinwand ® and 
coworkers reported gastrointestinal changes 
of generalized systemic sclerosis in a person 
with typical lesions of circumscribed sclero- 
derma. 

Sellei 7 states that morphea may be joined 
by every form of scleroderma except acro- 
sclerosis. In contrast to these observations, 
Rothman * stated that localized scleroderma 
is a relatively benign cond‘tion without a 
tendency toward generalized involvement. 
O’Leary and Nomland,® after reviewing 55 
cases of localized scleroderma, stated that 
the prognosis in the condition is good, with 
nothing to indicate serious or severe consti- 
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tutional symptoms. Piper and Helwig ' ob- 
served 27 cases of localized scleroderma 
without evidence of systemic change at au- 
topsy. 


Etiology 


The etiology of all forms of scleroderma 
is unknown. Various hypotheses regarding 
etiology have produced changes in the thera- 
peutic approach. These vogues in therapy 
were apparent in the evaluation of our series. 
Trauma has been associated with linear 
scleroderma. Many individual case reports 
have given at least clinical support to this 
impression (O’Leary and Nomland,® Board- 
man,'! Osborne !?), Only 10 of our 115 
cases gave a history of trauma, 8 of which 
occurred in linear scleroderma. A true cor- 
relation of the injury to the onset of the 
disease was difficult to ascertain in some in- 
stances but seemed definite in others. Thir- 
teen cases of linear scleroderma were 
reported by Rubin.’* He felt that a signifi- 
cant number of these cases with involvement 
in the lower extremities were found to have 
spina bifida occulta or other minor abnor- 
malities. By careful observation of the pat- 
tern of distribution, he concluded that the 
lesions lie in the long axis of the spinal 
root zone and less frequently follow distri- 
bution of the peripheral nerves. However, 
Christianson and co-workers ' found 32 pa- 
tients with localized scleroderma and con- 
genital abnormalities of the spine in whom 
the sclerodermatous lesions were frequently 
proximal to the anomaly and not distal. It 
was their belief that the same factor or in- 
fluence is responsible for both the spinal 
abnormalities and the scleroderma—one con- 
genital, the other latent. In our series only 
three examples of congenital spinal defects 
were found. These were all in cases of 
linear scleroderma, Since x-rays were only 
obtained in a total of eight persons with 
linear scleroderma, this low figure may not 
be significant. Various endocrine changes 
have been implicated in the etiology of either 
localized or generalized scleroderma (Cas- 
tle).!° No real proof has been offered to 
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support this. As each gland of internal 


secretion was considered, therapeutic regi- 


mens were altered accordingly. Empirical 
administration of thyroid was tried, as have 
been pituitary extracts and heavy metals. 
Parathyroidectomy (Bernheim)*® has been 
recommended, and an interesting observa- 
tion from our own series will be made later 
regarding this procedure. 

Limited autopsy reports have offered lit- 
tle additional constructive information. 
Archambault '* quoted Mende, who found a 
“proliferative interstitial neuritis” in the 
peripheral divisions of the trigeminal nerve 
in a patient with progressive facial atrophy. 
“Changes” were also noted in the Gasserian, 
sphenopalatine, otic, and ciliary ganglia. Os- 
borne? reported a series of cases with 
hemiatrophy of the face in association with 
morphea rather than linear scleroderma. At 
autopsy, one of these cases had changes sug- 
gestive of an old inflammatory process in 
the motor area of the brain. In our series 
an autopsy was done on a 4-year-old girl 
with an “en coup de sabre” type of linear 
scleroderma on the left. The child had a 
convulsive disorder and clinical diagnosis of 
an optic tumor. A “neurocytoma” of the 
left optic nerve, with hemorrhage into the 
right lateral ventricle, and a chronic adhesive 
arachnoiditis in the left frontal, temporal, 
and occipital areas were found at autopsy. 

Haxthausen '* extended his experimental 
series of exchange transplants or grafts to 
include localized scleroderma. He observed 
that normal skin transplanted to an area of 
scleroderma took on the features of this 
process in several months. The reverse was 
true for sclerodermic skin transplanted to 
normal areas. The skin assumed a more 
normal texture. Following transplantation 
of an area of scleroderma by a pedicle flap, 
Comel !* noted the sclerodermic patch to in- 
crease in size. 

Histochemical techniques have been used 
to clarify the etiology of localized sclero- 
derma. Musso*° divided the pathogenic 
changes of morphea into four stages: (1) 
fibrillation of collagen-ground substance 
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masses, (2) fusion and eosinophilic change 
in the collagen ground substance masses, 
(3) formation of young collagen between 
collagen-ground substance masses, and (4) 
areas of connective tissue formation which 
resemble hyalin degeneration and stain uni- 
formly eosinophilic. Therefore, he feels that 
the changes in morphea are due to excessive 
production of normal ground substance and 
fine collagen fibers. It is interesting to note 
that Musso made no mention of blood ves- 
sel changes in his study. O’Leary, Mont- 
gomery, and Ragsdale*' evaluated the 
histiologic picture in over 200 cases of 
scleroderma. Although there were dermato- 
histopathologic differences that varied with 
the type and stage of scleroderma, they were 
not diagnostic. They failed to demonstrate 
any increase in mucopolysaccharides in any 
form of scleroderma, with use of the peri- 
odic acid-Schiff stain. 

It is readily seen that the etiology of lo- 
calized scleroderma is still unknown. 


Comment 


Because confusion exists in the classifica- 
tion of scleroderma, not only were case rec- 
ords of localized scleroderma reviewed, but 
records of generalized scleroderma, hemi- 
atrophy of the head or body, and lichen 
sclerosus et atrophicus were also examined. 
Some cases of diagnosed hemiatrophy had 
sclerodermatous skin changes, while in other 
cases of hemiatrophy, the skin overlying the 
atrophic deeper structures was quite normal. 
These cases of hemiatrophy with scleroder- 
matous skin changes were included in this 
report with linear scleroderma. One case 
clinically interpreted as lichen sclerosus et 
atrophicus was subsequently diagnosed as 
guttate morphea on pathological examina- 
tion, with use of the criteria of Montgomery 
and Hill.? All case histories of generalized 
scleroderma were reviewed for evidence of 
the presence of localized scleroderma previ- 
ous to the onset of a generalized process. 

On the basis of the above considerations, 
115 cases of localized scleroderma were re- 
viewed. Many of these patients had been 
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followed in the University Hospital for pro- 
longed periods of time. Regardless, all pa- 
tients were sent a questionnaire regarding 
the progress of their disease, and inquiry 
was made about any type of generalized 
symptoms, such as joint pains, pain in toes 
and fingers on cold exposure, difficulty in 
swallowing. If any symptoms or signs sug- 
gested a generalized disease, these patients 
were recalled and examined. 

As might be expected with a group of this 
size, follow-up was difficult in many cases. 
However, 111 of the total number (96.5% ) 
were either examined and/or responded to 
the questionnaire. Two patients had died 
from other causes without any evaluation 
of their scleroderma, and the questionnaire 
response from three patients was too inade- 
quate to be of value in this study. Hence, 
the course of localized scleroderma in a total 
of 106 patients was considered in this report. 
This total includes 60 cases of morphea, 13 
cases of guttate morphea, and 33 cases of 
linear scleroderma. O’Leary and Nomland,°® 
in their report of 55 cases of localized 
scleroderma, had 38 cases of morphea, 3 
cases of guttate morphea, and 14 cases of 
This distribution corre- 
sponds closely to our own series, Christian- 
son and associates ' reported a clinical study 
of 235 cases of localized scleroderma. How- 
ever, since they divided their patients into 
two groups—(1) 191 cases with linear le- 
sions or localized sclerodermatous patches 
and (2) 44 cases with bilateral disseminated 
symmetric plaques—a comparison was not 
feasible. 
ratio of at least 2:1, female to male, was 


linear scleroderma. 


An incidence of occurrence in a 


noted. Only one case of localized sclero- 
derma occurred in a Negro. This was an 
isolated area of morphea in a 50-year-old 
woman, The diagnosis was substantiated by 
biopsy. Tauber and Goldman ** mention the 
absence of hemiatrophy in Negroes. Lein- 
wand and co-workers * reported 150 cases 
of localized and generalized scleroderma, of 
which only 3 were in Negroes. However, 
they failed to mention whether these cases 
had local or systemic involvement. Chris- 
tianson and associates ' also failed to men- 
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tion whether any members of their large 
series were Negro. It is our impression that 
localized scleroderma is significantly rare in 
this race. 

The greatest number of patients have been 
observed over 10 years. Unfortunately, bi- 
opsy specimens were ob‘ained in only 28 of 
the total number of cases followed ; 23 were 
considered to be compatible with a diagnosis 
of scleroderma, The other five were not 
specific, but the clinical impression was 
clearly that of localized scleroderma. We 
noted that morphea and guttate morphea 
strict age occurrence. In linear 
scleroderma, however, a great majority of 


have no 


cases occur in the first and second decades. 
This agrees with O’Leary’s ® 
borne out by an average age at the time of 
diagnosis of 12.4 years. 


report and is 


All records were carefully reviewed to de- 
termine whether any other conditions or 
diseases were associated in significant regu- 
larity with localized scleroderma, Such an 
evaluation is difficult, and it was not felt that 
any correlation could be established. Upon 
consideration of the distribution of the le- 
sions, it was noted that a majority of lesions 
in linear scleroderma and morphea were 
unilateral, while gutta‘e morphea was more 


frequently bilateral. Morphea fre- 
quently involved the trunk. Linear sclero- 
derma involved the upper lower 


extremities about equally. 


Prognosis 


A general summary of prognosis, regard- 
less of the absence of type of treatment, is 
presented. In those patients who had mor- 
phea, guttate morphea, and/or linear sclero- 
derma of an extremity, over half the cases 
had lesions which had disappeared or sof- 
tened, leaving either depigmented or hyper- 
pigmented areas. This was not true of the 
“coup de sabre” type of scleroderma, in 
which over half of the patients had lesions 
which had remained unchanged or become 
more extensive. Examples of all types of 
localized scleroderma were noted to involute 
completely. A most interesting observation 
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in this series is that four patients with 
morphea, one with guttate morphea, and 
one with linear scleroderma were associated 
with subsequent formation of a true gener- 
alized type of scleroderma. 

The observation of others that a patient 
with localized scleroderma may subsequently 
develop a generalized sclerodermatous proc- 
ess was mentioned earlier. Our observations 
confirm Fagge’s * original one that general- 
ized scleroderma may begin as a localized 
process. Contrary to Sellei’s* conviction 
that morphea may be joined by every form 
of scleroderma except acroscierosis, a ma- 
jority of our patients with generalization 
had Raynaud’s phenomenon and slowly pro- 
gressing sclerodactylia as a prominent part 
of their symptom complex. Christianson and 
co-workers '* also mention two patients with 
generalized morphea which eventuated into 
a generalized scleroderma. [rom our study 
it would appear that any type of localized 
scleroderma may be associated with a gener- 
alized scleroderma or acrosclerosis. The ob- 
servation of this progression in 6 cases out 


of a total of 106 cases is a significant find- 
ing. 


Therapy 


Since the etiology of scleroderma remains 
obscure, many of the therapeutic approaches 
have been based on empiricism. The suc- 
cess or failure of any given agent has been 
formulated after observation of a small num- 
ber of cases without adequate control. The 
natural history of untreated localized sclero- 
derma is not well known; therefore, evalu- 
ation of any therapy must be equally vague. 
No attempt was made to compare prognosis 
in treated and untreated localized sclero- 
derma, but in a total of 60 patients with 
morphea, 30 had no therapy. If the four 
patients who had morphea which became a 
generalized systemic disease are excluded, 
the over-all prognosis of treated or un- 
treated morphea was essentially the same. 
It was felt that perhaps the disease in those 
patients not treated was of less severity 
than in those receiving therapy. A careful 
review of the records showed this to be un- 
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true, and that the selection of a therapeutic 
program was based more upon the chrono- 
logical popularity of a drug than the severity 
of the disease. The number of untreated 
patients with guttate morphea was also about 
one-half of the total observed. Again, with 
the exception of the patient that developed 
a generalized disease, the prognosis of 
treated or untreated guttate morphea was 
about the same. However, this was not true 
for linear scleroderma. The percentage of 
patients who had received some form of 
therapy was much greater, and this therapy 
was frequently surgical. 

A variety of surgical procedures was used 
for the various manifestations and compli- 
cations of localized scleroderma. Surgery 
was most frequently used in linear sclero- 
derma. Three patients who had linear sclero- 
derma involving the extremities had regional 


sympathectomies performed. No improve- 


ment was noted. Two patients with “en 
coupe de sabre” type of scleroderma were 
treated by plastic repair of the resultant 
deformity with facia lata and dermal grafts. 
One of these patients was observed 5 years 
and the other 10 years, with cosmetic im- 
provement in both. Kazanjian and Sturgis ** 
reported similar observations, They found 
that slow absorption of facial grafts oc- 
curred and that dermal grafts were less 
rapidly absorbed. Longacre and Wagner ** 
reported a patient who had linear sclero- 
derma in a lower extremity in which 
atrophy, flexion deformity, and shortening 
had occurred. Through the use of a cross 
leg flap and excision of the atrophic sclero- 
dermatous scar, good functional and cosmetic 
improvement resulted. This improvement 
was still apparent six years after the pro- 
cedure. Since replacement of the involved 
soft tissue was accompanied by a cessation 
of the bony deformity, it may support the 
impression that the bony changes occurring 
with linear scleroderma are secondary and 
not primary to the soft tissue involvement. 
Perhaps the most remarkable surgical ap- 
proach and result was observed in one of 
our patients. He clearly had a progressive 
systemic disease and was given a poor 
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clinical prognosis. Several weeks after a 
subtotal parathyroidectomy, excellent im- 
prover nt resulted, but he was not again 
examined until the present study. His skin 
now is normal except for some atrophic 
patches in the anterior tibial areas. In 1937 
Leriche and co-workers ** observed 13 per- 
sons with generalized scleroderma for two 
to five years after a subtotal parathyroidec- 
tomy with 90% improvement. The rationale 
of this procedure was based on three fac- 
tors: 1. An injection of parathormone into 
rats produced skin changes similar to sclero- 
derma, 2. Calcium deposition in soft tissues 
frequently occurred in scleroderma. 3. De- 
calcification of bone was a frequent finding 
in scleroderma. In 1939 Bernheim and Gar- 
lock * reported improvement in 12 of 13 
cases with generalized scleroderma following 
subtotal parathyroidectomy. However, their 
observations were only for a two-month to 
three-year period. More recent reports have 
not appeared in the English literature to 
support these observations, and the proce- 
dure has fallen into disuse for the treatment 
of generalized scleroderma. 


Summary 


Over 75% of 106 patients who had lo- 
calized scleroderma were observed for a 
period longer than five years. Localized 
scleroderma occurs in three rather specific 
morphologic types: morphea (60 cases), 
guttate morphea (13 cases), and linear 
scleroderma (33 cases). The etiology of this 
group of diseases is still unknown, In gen- 
eral, a large percentage of these patients 
improve spontaneously; however, linear 
scleroderma has a greater tendency toward 
progression. Linear scleroderma occurs 
primarily in the first two decades. This is 
not true of morphea or guttate morphea. 
In all types, the female is affected more fre- 
quently than the male. The occurrence of 
localized scleroderma in a Negro is rare. 
The prognosis, with the use of several types 
of treatment in morphea and guttate mor- 
phea, is no different from untreated cases. 
Certain surgical procedures are of benefit 
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in linear scleroderma. Generalized systemic 
scleroderma (including acrosclerosis) is re- 
ported following the onset of any type of 
localized scleroderma in 6 (5.7%) out of 
the 106 patients followed in this series. 


University Hospital. 
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ABSTRACT OF DISCUSSION 


Dr. Lours A. BRrRUNSTING, Minn. : 
Linear scleroderma is the one form which usually 
The incidence of 
hemiatrophy and the proportion of 


Rochester, 


begins in the early decades. 
cases which 
manifest spinal abnormalities, often of the occult 
type, are significant. Calcinosis occurs occasionally 
in linear scleroderma but not nearly so often as 
in acrosclerosis. 

The status of guttate morphea is tenuous. We 
are seeing few patients now whom we are willing 
It is likely that many 
of the earlier patients in this group were affected 
with lichen sclerosus et atrophicus. 

The authors emphasize the development of 
generalized scleroderma in six patients who were 
first seen with localized forms of the disease. I 
have seen two such instances, which were mentioned 
by Christianson, but, on careful survey of these 
records, it is apparent that the patients may have 
had the generalized form of the disease from the 
beginning. With the recent emphasis on systemic 
sclerosis and visceral involvement in generalized 
scleroderma, we have been screening our patients 


to classify in this category. 
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more carefully in the beginning. Those who seem 
to show rather insignificant tightening of the skin 
of the hands with Raynaud’s phenomenon, for 
example, may be found to have evidence of 
esophageal involvement by physiologic tests, even 
though fluoroscopic studies with the use of barium 
show no gross disturbance of motor function. 

The question of early scleroderma progressing 
into generalized scleroderma finds its counterpart 
in the subject of lupus erythematosus, where puz- 
zling cases apparently in the discoid phase seem to 
develop into systemic lupus erythematosus. If 
adequate checks had been made earlier, some 
evidence of systemic disease might have been un- 
covered. 

Progressive diffuse scleroderma is of serious 
prognostic import, and patients may die within a 
few months or one or two years from the onset, 
but, in the early stages, the involvement of the 
trunk or the extremities may truly simulate localized 
morphea. In the future, it will be well for us 
to pay more attention to the classification of the 
disease in its earlier manifestation, especially with 
an eye to future developments. 

The authors mention a remarkable instance of 

therapeutic response to parathyroidectomy. Our 
experience with this has been nil. We have not 
been able to reconcile the enthusiastic claims of 
the early observers reported prior to 1939 with 
the almost complete silence on the procedure 
in the literature since that time. In such cases, per- 
haps, we have been too strict in our search for 
conventional evidences of parathyroid dysfunction, 
which are notoriously lacking. It may be that the 
parathyroid has other functions, still unknown. The 
subject will bear further investigation. 
The cause of scleroderma remains obscure. I 
have been interested in the forms of scleroderma 
appear in with cutaneous 
porphyria. Usually, the exposed surfaces are pre- 
dominantly affected, but not always so. One pa- 
tient recently observed showed localized scleroderma 
of the berlocque distribution in association with 
porphyria cutanea tarda. It is intriguing to realize 
that treatment by chelation, edathamil, has been 
recommended in both scleroderma and porphyria 
with some measure of success. Perhaps, there is 
an etiologic clue in this direction. 


which association 


I wish to call to your attention a patient who ap- 
parently has scleroderma. He has the yellowing 
of the skin, and you have all seen patients with 
porphyria cutanea tarda, who have localized forms 
of morphea or scleroderma on the face and on the 
hands; in a number of instances the condition has 
been generalized. The patient I mentioned with the 
so-called Addison’s keloid is next to claim your 
attention. 

The patches of scleroderma were seen below 
the left clavicle and a little on the right. There 
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were specks over the upper shoulders which looked 
almost like lichen sclerosus. This patient had 
melanosis and hirsutism and, on further investiga- 
tion, beyond the scleroderma and the morphea, or 
the scleroderma which was confirmed by biopsy, 
we found that there was porphyria cutanea tarda 
present to account for the peculiar changes in the 
pigmentation and hirsutism. In this patient, there 
were none of the bullous reactions usually associ- 
ated with porphyria. 

Dr. Eart D. Osporne, Buffalo: In 1920, while 
at the Mayo Clinic, I reported three cases of 
morphea associated with hemiatrophy. At that time, 
we became very much interested in the question of 
trauma. After that experience, for a good many 
years, we had every patient with scleroderma 
have a thorough neurologic examination by a 
neurologist. 

It is interesting in how many patients abnormal- 
ities of different types of sensation were discovered 
by this neurologist, but not in all. I have always 
felt that localized scleroderma represented some 
form of trophoneurosis; early, especially after my 
experience at the Mayo Clinic, we began to question 
all patients very carefully regarding trauma, and, 
in many of the patients, we got a history of trauma 
either to the spine or to the skull, a history of a 
fall or a blow that induced unconsciousness or 
where the patient “saw stars.” Furthermore, many 
of these patients had a history of rather severe 
virus infections of one type or another. 

I bring this up because we have kept all our 
material, but I could never prove anything, I felt, 
because it is such a difficult subject. However, I 
would urge you to quiz your patients carefully 
regarding trauma 3, 6, or 12 months before the 
onset of the disease, or some history of severe 
virus infection. It may lead to more knowledge re- 
garding damage to certain basal ganglia as the 
real cause of this disturbance. 

Dr. StureE A. M. JoHNson, Madison, Wis.: 
Inasmuch as a remark was made regarding the 
chelating compounds in sclerodermatous conditions, 
I thought I might say a few words, since we have 
published two papers citing the use of the chelating 
compounds in three cases of acrosclerosis (J. 
Invest. Dermat. 29:273 [Oct.] 1957) and in one case 
of cutaneous porphyria with porphobilinogenuria 
(A. M. A. Arco. Dermat. 77:559 [May] 1958). 

We feel that though the chelating compounds 
have great therapeutic promise their value may 
be in opening some new thought in the etiology 
of disease. By loading patients with L-tryptophan 
we find changes in urinary metabolites, which 
presently seem to be unique for a particular disease 
or group of diseases (J. Invest. Dermat. 29 :289 
[Oct.] 1957). There is much to suggest that in 
acrosclerosis the chelator unblocks magnesium for 
normal enzymatic function and in porphyria, zinc. 
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Dr. HAMILTON MoNntTGOMERY, Rochester, Minn. : 
Many years ago, even before I came to the Clinic, 
in 1925, Dr. George Brown and Dr. Adson, a 
neurosurgeon, and Dr. Paul O’Leary treated dif- 
ferent types of scleroderma with sympathectomies. 
We finally gave up that method of treatment, as 
the follow-up showed that it was not very satis- 
factory. Then, shortly before Dr. O’Leary died, 
he spent three days in my laboratory trying to get 
me to find the differences pathologically between 
various types of localized and generalized forms of 
scleroderma, including acrosclerosis. We were able 
to find only minor differences, as published in the 
paper with Ragsdale in the ARCHIVES. 

Christianson, at the Clinic, reviewed cases of 
localized forms of scleroderma in children. In re- 
gard to scleroderma “en coup de sabre,” there was 
a famous case many years ago, where a senior 
dermatologist was sued for a fabulous sum because 
they said that the patient had had some x-ray 
treatment and the area of alopecia was due to x-ray. 
However, histopathologically I was able to show 
that even though in scleroderma we do have 
obliterative changes in the blood vessels we do 
not have the other histopathologic changes of 
radiodermatitis. 

Dr. ArtHur C. Curtis, Ann Arbor, Mich.: In 
all probability, Dr. Brunsting may be right when 
he says that it may be possible that those patients 
who had disseminated sclerodermatous disease in 
our series were actually patients who had two 
diseases. They had a localized form, and they may 
have had the beginning of the generalized form, 
which was not recognized. Certainly, I have seen 
instances where this has occurred. 

I was very glad to hear him mention, in some 
instances, the association of porphyria cutanea 
tarda and localized scleroderma. 

Dr. Osborne’s discussion of the relationship of 
trauma to scleroderma and the sensory changes 
which occur in these patches, particularly in linear 
scleroderma, has been my experience as well. 

In regard to Dr. Johnson’s discussion of chelating 
agents, I should like to refer to a study Dr. Earle 
Osborne did when he was at the Mayo Clinic which 
showed one of the early changes in scleroderma to 
be a deposition of calcium in the corium. That led 
to Dr. John Rukavina’s work with edathamil 
sodium. At the present time, we have now treated 
40 patients with edathamil sodium, and our re- 
sults have been rather striking. Of the 40 patients 
whom we have treated, two had a fairly generalized 
morphea, and it was rather surprising to me to 
see the rapid disappearance of the morphea and the 
softening of the skin, even during the period of 
the treatment. 

Another thing that was interesting in this series 
was one patient who came in with two gangrenous 
fingers. This was shown to be due to calcinosis 


Vol. 78, Dec., 1958 


— 
Ts 
4 


PROGNOSIS OF LOCALIZED SCLERODERMA 


at the tips of the fingers, where she had big she was getting 45 gm. total of edathamil. By the 
calcified tufts. She had contrived a protective time that she had finished the treatment, the 
shield which let in air in these gangrenous fingers, gangrenous areas had separated and beneath each 
so we did not touch that at all but left it on while fingertip epithelization had occurred. 
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Clinical Notes, New Instruments and Techniques 


Proteolytic Debridement of Hyperkeratoses of 


Palms and Soles 


DATTATREYA N. MULAY, M.D., and FREDERICK URBACH, M.D., Buffalo 


Concentrated solutions of urea have long been 
used for their proteolytic activity in organic 
analytic chemistry. When three patients with ex- 
tremely severe hyperkeratoses of the palms and 
soles were seen in the dermatology outpatient de- 
partment of the Roswell Park Memorial Institute, 
it occurred to one of us (F. U.) that the protein- 
splitting effect of this simple chemical could be 
of therapeutic usefulness. 

Proteolytic debridement was carried out as 
follows: The palms of both hands and the soles 
of both feet were immersed in a 30% solution of 
commercial urea powder in water for periods of 


~ Submitted for publication April 4, 1958. 

From the Department of Dermatology, Roswell 
Park Memorial Institute. Present address of Dr. 
Urbach: Skin and Cancer Hospital of Philadelphia, 
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approximately 30 minutes. On examination im- 
mediately after urea soaking, the keratoses and 
cutaneous horns appeared whitish and translucent 
and the surfaces felt soft and slippery. As much 
as possible of the surface keratin was removed 
with a sharp scalpel, care being taken not to injure 
the deeper areas. The procedure was repeated 
twice daily until all the thickened keratin had been 
removed. The remaining rough spots were gently 
planed with a wire brush, care being taken that it 
did not go deep enough to cause bleeding. The 
course of therapy lasted approximately four to 
five days (Figure). The procedure was painless, 
and no ill effects were noted. The patients ex- 
perienced marked relief from discomfort, which be- 
came evident after the first or second day of 
therapy. 

Skin and Cancer Hospital of Philadelphia, 804 
Pine St., Philadelphia 7 (Dr. Urbach). 


Fig. 1.—A, arsenical keratoses of the soles prior to therapy. B, same patient, immediately 


after proteolytic debridement. 
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Onychomycosis Due to Microsporum Gypseum 


STANLEY A. ROSENTHAL, Ph.D.; DOMENICA FURNARI, B.A., and JESSE A. TOLMACH, M.D., New York 


Human nail infections due to members of the 
genus Microsporum are not often encountered 
(M. audouini,’ M. canis,2* and M. gypseum ‘**). 
Since to our knowledge nail infection by M. gyp- 
seum has not yet been described in the American 
literature, the following case report may be of 
interest. 

A white female teacher aged 34 years was first 
seen on Oct. 12, 1957. She complained of nail 
changes which appeared six weeks prior to her 
first visit, involving the right ring and middle 
fingers and the left ring finger. 

Examination revealed the following: The distal 
portion of the left ring fingernail showed disinte- 
gration, thinning, and scaling. The distal portions 
of the right ring and right middle fingernails were 
absent. The exposed nail beds were covered with 
scales. All three of these fingernails presented a 
grayish brown discoloration. 

Microscopic examination of combined scrapings 
from the involved nails showed fungous mycelia, 
and M. gypseum was isolated in culture. The iso- 
late was completely typical both grossly and micro- 
scopically for M. gypseum. 

An ointment containing salicylic acid 3% and 
ammoniated mercury 5% were prescribed. The 
involved nails improved very rapidly, and after 
eight weeks of treatment there was only a slight 
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brown discoloration on the distal edges remaining. 
However, microscopic examination at that time was 
positive for filaments, but all cultures were nega- 
tive. The patient was again seen about four months 
later, and at that time the nails appeared com- 
pletely normal w.d mycologic examination was en- 
tirely negative. No medication has been used for 
two months prior to this last visit. 


Summary 


A case of onychomycosis due to Microsporum 
gypseum is described. Response to salicylic acid- 
ammoniated mercury ointment was relatively rapid 
ammoniated mercury 5% was prescribed. The 
and complete. 


Bellevue Medical Center, 303 E. 20th St 
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Papulonecrotic Tuberculids of Glans Penis 


DANILO V. STEVANOVIC, M.D., M.Sc. (Cantab.), Belgrade 


Papulonecrotic tuberculids of glans penis alone, 
or associated with other lesions elsewhere on the 
skin, have been so far reported only in a few in- 
stances.” To our knowledge, no such case has 
been reported from America. 

When the lesions are limited only to glans penis, 
the diagnosis can be sometimes difficult, and other 
conditions occurring on the glans penis, such as 
atypical soft chancre, syphilis, recurrent herpes 
simplex, or cancer should be considered in differ- 
ential diagnosis. Histological findings in these cases 
are not always conclusive, giving sometimes a 
rather unspecific (Reference 7, Cases 1 and 2; 
Reference 10, Case 1) or tuberculoid (Reference 11, 
Case 2; Reference 10) picture. Prolonged course, 
sometimes of many years,”*""* spontaneous heal- 
ing and recurrence, presence of the focus in the 
organism, and histological investigations, can be 
of help in differential diagnosis. 

After the first six cases, which originated from 
Japan,** came Hellestrom’s paper,’ in which, de- 
scribing two cases, he drew attention to this unusual 
site of papulonecrotic tuberculids. It is interesting 
to note that altogether from nine cases reported 
from Europe and found in literature available to 
us, seven were observed in the Scandinavian coun- 
tries. From the remaining two, one was reported 
from Holland“ and one, from Yugoslavia. 


Report of a Case 


The patient, aged 33, the only child of healthy 
parents, presented himself to the outpatient de- 
partment because of small ulcerations of glans 
penis of two years’ duration. Ulcers usually ap- 
peared in crops, two to three at a time, and lasted 
two to three months. Elementary lesions which 
were like “deep furuncules” soon ulcerated and on 
healing left depressed scars. So far he has had 
four such flares; each time healing ensued spon- 
taneously. 

During the last war, when he was in a concen- 
tration camp, he had many small lesions on both 
legs. Their centers necrotized, and they left scars. 
The time from the appearance of the lesions to 
their scarring was about four months; the lesions 
never recurred again. Apart from this, he has 
always enjoyed good health. 


Submitted for publication May 25, 1958. 
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Scars of former ulcers. 


On examination there could be seen on the glans 
penis three small round ulcers, each the size of a 
lentil. They had a crater-like shape, with a floor 
covered with pus. Edges were level with the sur- 
face. Oval and irregular scars, the sites of former 
ulcers, were also present beside the fresh ones 
(Figure). 

On the legs there was a great number of punch- 
out scars. 

On general examination an active focus of tu- 
berculosis could not be detected. There was no 
history of tuberculosis, either in the patient or in 
his near family. 

Laboratory Findings.—The Nathan-Kallos test 
was after 24 hours negative; after 48 hours, 
erythema, and after 72 hours, strong edema, oozing, 
and superficial necrosis occurred. 

White and red blood cell counts were normal. 
Erythrocyte sedimentation rate was 4/10 (after 
Westergren). Urinanalysis was normal. Wasser- 
mann test was negative. No acid-fast bacilli could 
be detected in the smears taken from the floor of 
the ulcers. 

In the presence of papulonecrotic tuberculids of 
the legs, the diagnosis did not come into doubt. 
Histologic investigations were not thought to be 
indispensable, especially, as mentioned previously, 
as they are not always conclusive (Reference 7, 
Cases 1 and 2; Reference 10, Case 1). The pa- 
tient was a young man, reluctant to any surgical 
intervention. 

Treatment with streptomycin (30 gm.) and 
isoniazid tablets brought a steady improvement. 


Vol. 78, Dec., 1958 
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PAPULONECROTIC TUBERCULIDS OF GLANS PENIS 


Ascorbic acid (vitamin C) in large doses was also 
given. After 40 days the ulcerations healed, leav- 
ing depressed scars. When last seen, three months 
later, there was no recurrence. The patient was ad- 
vised to continue with isoniazid and ascorbic acid 
tablets, which he had been taking continuously 
since his discharge from the hospital. 


Comment 


The formation of tuberculids is explained by the 
hematogenous dissemination of bacilli from a focus 
in the organism. The bacilli are emitted into the 
blood in crops, producing different lesions, depend- 
ing on the site of reaction and the sensitivity of 
the person. Papulonecrotic tuberculids belong to the 


hyperergic group, the reaction occurring in the 


dermis. 

It could be expected that, since in our patient 
papulonecrotic tuberculids had been already present 
on the legs, a new dissemination-eruption should 
be expected on the legs. Why in our case the 
second eruption was manifested only by the ap- 
pearance of papulonecrotic tuberculids on the glans 
penis, no new lesions or the recurrence of old oc- 
curring on the legs, cannot be answered. It can 
be speculated that there was a change in the local 
reactivity of tissues. 

The cases in which, beside typical papulonecrotic 
tuberculids elsewhere on the body, ulcerations occur 
on the glans penis, corroborate the diagnosis of 
papulonecrotic tuberculids in recurrent ulcerations 
of long standing, when these are situated only on 
the penis. 


46a, Nemanjina St. 


Stevanovic 
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Correspondence 


SYNTHETIC URINE AS A LOCAL THERAPEUTIC AGENT IN DERMATOLOGY 


To the Editor: In the article on synthetic urine as a local therapeutic agent, by Thomas 
Butterworth (A.M.A. ArcH. DerMAT. 78:91 [July] 1958), the superiority of this treatment 
of necrotic leg ulcers has been found. 


I remember having treated a patient 35 years ago, who tried her old home remedy, com- 
presses with her own urine, to get rid of deep large leg ulcers. 

The patient, a female cook in her sixties, came to my office with her employer, an old 
general of World War I fame, in Austria. She was suffering from extended acute oozing 
dermatitis of both legs up to the knees and had used urine compresses for more than a week 
to heal her large leg ulcers. 

The patient and the general stated that urine compresses have been a well-known home 
remedy for chronic leg ulcers in the eastern part of Austria (now Hungary and Poland) for 
lecades in peasant families. Before today I had not seen a similarly treated patient. 

S. LACKENBACHER, M.D. 
4753 Broadway 
Chicago 40. 
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Obituaries 


CLYDE LOTTRIDGE CUMMER, M.D. 
1882-1958 


Dr. C. L. Cummer was born at Cadillac, Mich., on eb. 23, 1882, and died, 
after a long-standing hypernephroma with complications, on June 7, 1958. His 
father was a physician, Dr. Robert James Cummer, a Canadian by birth, and 
his mother was Abbie Stone Cummer. 

Dr. Cummer received his early education in the public schools, graduating 
from Central High School in 1900. His college education was received at Adelbert 
College of Western Reserve University. He obtained his Ph.B. in 1904 and his 
M.D. at the medical school in 1907. He served on the medical service at the 
Lakeside Hospital. 

Dr. Cummer seemed to take to teaching in medicine as almost a part of his 
life, and he became Associate Professor of Pathology, through which position his 
interest was directed to syphilis. Along with the late Dr. Richard Dexter he 


CLYDE LOTTRIDGE CUMMER, M.D. 
1882-1958 

operated a laboratory for diagnosis and serology, which was very successful. 
Through this turn of events, it was natural for him to turn to dermatology and 
syphilology ; he eventually became Assistant Clinical Professor of Dermatology 
and Syphilology in the Medical School. He was Visiting Dermatologist at Charity 
Hospital and Consultant at St. Alexis Hospital. 

He did graduate work at the Vanderbilt Clinic and College of Physicians and 
Surgeons in New York City, from 1924 to 1925. Here he fell under the in- 
fluence of Dr. John Fordyce, with whom he worked in his office. Dr. Cummer 
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literally worshiped this great dermatologist, and he never got tired of ex‘olling 
him. 

He served all the offices of the Ohio State Medical Association and organized 
a five-year plan for regional postgraduate lectures in medicine. 

In World War I he served on the U. S. Selective Service Medical Advisory 
Board No. 7, in 1918, and in World War II, the Board of Appeals No. 8, 1942 
to 1947; he later served on the Appeal Board, North Federal Judicial Districts 
1951 to 1952. 

He was active in the reorganization of the the Cleveland Academy of Medicine, 
of which he became Director from 1925 to 1927, inclusive. He served on innumer- 
able committees and received “The Distinguished Service Reward” in 1947. 

He was a diplomate of the Academy of Dermatology and Syphilology in 1933 
and its President in 1947-1948. He was Chairman of the American Medical 
Association Section of Dermatology and Syphilology in 1944 and its Treasurer 
for years. 

The work that Dr. Cummer did in his post as head of exhibits in the Academy 
ot Dermatology and Syphilology will never be forgotten. It lasted over many 
years and went far toward paying all the expenses of the Academy, 

A monument to him will be his part in the construction of the Allen Memorial 
Medical Library in which the Cleveland Academy of Medicine is also housed. 

At the time of his last illness, he was still engaged in writing the life of the 
colorful Dr. Henry Handerson, a Northern boy who had drifted to the South, 
liked it there, and when the Civil War began joined the Confederacy and was 
eventually captured. After the war was over, he settled in Cleveland and had 
much influence in the fruition of our medical library, of which he was Librarian 
for a period. It is hoped that this labor of love will eventually be published by 
the medical library. 

He and his wife, Marion, in later years have resided at 19101 Van Aken 
Blvd., Shaker Heights 22, Ohio. He leaves a son, married but with no children, 
who lives in Oak Park, Ill., and a daughter, Katherine C. Vail, with a husband, 
Lansing; they have three children. 

Dr. Cummer was a member of Beta Theta Pi, Sigma Xi, Phi Beta Kappa, 
Nu Sigma Nu, and Alpha Omega Alpha. He was the author of the genealogic 
memorabilia of the Cummer family and wrote a manual of clinical laboratory 
methods, 1922, 1926, and 1931. Moreover, he was a frequent contributor to 
medical publications, 

In the summertime he and Marion had for many years gone up to the 
Columbus Club at Indian River, Mich. 

A great man has gone from our midst. 

Harotp Core, M.D., Cleveland 
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Dr. Clyde Cummer’s Role in the Affairs of 
the American Academy of Dermatology and Syphilology 


Many among the original members of the organizing committee of the 
American Academy of Dermatology and Syphilology had known of the talented 
executive ability, in addition to the widespread scientific interests, of Dr. Clyde 
Cummer in his role in the formation and operation of the Cuyahoga County 
Medical Library in Cleveland and also as President of the Ohio State Medical 
Society. He had never had the opportunity to demonstrate his great abilities to 
the dermatologists of the entire country. However, at the time of the organiza- 
tion meeting of the American Academy of Dermatology and Syphilology in 1937, 
in Detroit, he was elected to a three-year term as a member of the Board of 
Directors. At the first meeting of the Board of Directors he was elected Treasurer 
of the Academy. He was a wonderful Treasurer and promptly put all of the 
affairs of the Academy on a business-like basis, which has made things easier for 
his successors and which has served as a model for other academies. 

secause of his interest in the finances of the Academy as well as of its 
scientific achievements, he undertook at once to develop the technical and com- 
mercial exhibits with a view to increasing the income of the Academy and thus 
to help defray the expenses of the annual meetings. At the time of our first meet- 
ing in St. Louis, the income from exhibits was modest. At the time of his 
retirement as Director of Technical Exhibits, the income from the exhibits had 
increased tenfold. 

Not only did Dr. Cummer develop the technical exhibits in quantity, but, 
what is far more important, he improved the quality and maintained them at the 
highest ethical standards. Thus we have no “advertising’’ cocktail parties, dinners, 
or entertainments, largely through the efforts of Dr. Clyde Cummer, and every 
member of the Academy should feel proud of it. 

During the developmental years of the Academy from 1937 to 1941, and 
again in 1946 and 1947, it became increasingly clear to Dr. Cummer, as Treasurer, 
and to me, as Secretary, that the functions of these offices should be combined 
in the interests of efficiency and economy. These offices were combined in 1947 
and assigned to a younger man. Dr. Cummer retained the position and title of 
Director of Technical Exhibits. In 1948, Dr. Cummer was honored by election 
to President of the American Academy of Dermatology and Syphilology. At the 
request of the Board of Directors, he retained his position as Director of Tech- 
nical Exhibits and continued to do so until 1957, when a successor whom he had 
chosen took over. 

Dr. Cummer was always intensely interested in the scientific exhibits. For 
many years he served on the committee which judged these exhibits. His judg- 
ment was greatly respected by all other members who served on this committee. 
Also, it was largely through his efforts that certain sums of money were con- 
tributed by friends for the advancement of the scientific exhibits. 

Certainly, all members of the American Academy of Dermatology and 
Syphilology owe a great deal to the memory of Dr. Cummer for the part which 
he played in its organization and functioning and for the extensive time and 
effort which he put into its many endeavors. We need more men like Dr, Clyde 
Cummer in our specialty. 

Eart D. Osporne, M.D. 
Buffalo. 


; 
: 
/ 
765 
a 


LLOYD WARREN KETRON, M.D. 
1885-1958 


Dr. Lloyd Warren Ketron was born in Bloomingdale, Tenn., on May 21, 
1885. He was graduated from the U. S. Grant University of Chattanooga, 
Tenn., in 1907, and received his M.D. degree from The Johns Hopkins Univer- 
sity in 1911. From 1911 to 1912 he was a special student in dermatology under 
Dr. T. Caspar Gilchrist, the Clinical Professor of Dermatology. After his train- 
ing under Dr. Gilchrist, he spent a year in the dermatology clinics of Austria 
and Germany, studying under the great masters of dermatology. During his year 
in Europe he became interested in the pathology of the skin. When he returned 
to Baltimore, in 1912, he established an office and was appointed Assistant 
Dermatologist in the outpatient department of The Johns Hopkins Hospital. He 
was promoted to Attending Dermatologist in 1917. From 1913 to 1917 he was 


LLOYD WARREN KETRON, M.D. 
1885-1958 


an Instructor in Dermatology. From 1917 to 1924 he was an Associate Professor 
of Dermatology and Head of the Division of Dermatology in the Department of 
Medicine. During his long association with The Johns Hopkins Hospital he made 
many important contributions, especially in the field of dermatohistopathology. 
In 1928 Dr. Ketron established the laboratory of dermatohistopathology. At 
about the same time he reorganized the Dermatology Clinic and equipped it with 
modern facilities. Dr. Ketron was a popular teacher, and the medical students 
alwavs attended his lectures with great enthusiasm. His particular interest, how- 
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ever, was in his laboratory. Over the years Ketron’s Laboratory became a famous 
center for dermatohistopathology, and dermatologists throughout the United 
States referred their problem cases to him for his expert opinion. The collection 
of skin biopsy specimens in Ketron’s Laboratory is one of the largest in the 
United States and will be of invaluable benefit to future students of dermatology. 
After Dr. Ketron’s formal retirement, in 1956, he continued to work in his 
laboratory. Even during his terminal illness he constantly asked about the activi- 
ties of the laboratory, and he was concerned about the biopsy reports. 

Dr. Ketron was a Founder member of the American Board of Dermatology 
and Syphilology. He was a member of the American Dermatological Association, 
the American Medical Association, the American Academy of Dermatology and 
Syphilology, the Society for Investigative Dermatology, the Baltimore City 
Medical Society, and the Southern Medical Association. He was a member of 
The Johns Hopkins Faculty Club, and the Caduceus Club. He was a former 
member of the Elkridge Club, the Baltimore Country Club, and the Gibson Island 
Club. Dr. Ketron has been a familiar figure in the doctors’ dining room of The 
Johns Hopkins Hospital for many years. Although he held memberships in the 
clubs listed above, actually his real club was the doctors’ dining room, where he 
loved to meet with his associates and exchange pleasantries in a relaxed fashion 
which characterized his personality. His hobby was fishing. His family life was 
very attractive. He loved his children and his grandchildren. Entertainment by 
the Ketrons usually centered around their family and their activities at home. 
Many of his friends who had the opportunity of being entertained in his attractive 
home on St. Paul St. recall happy hours of informal good times. 

He is survived by his widow, Romola Cressey Ketron; his daughters, Mrs. 
Barton Harrison and Mrs. R. Emmet Bracken, and five grandchildren. 

We all mourn the passing of this fine man who was a distinguished physician, 
a first-rate investigator, and a true friend. 

In 1956, the Division of Dermatology of The Johns Hopkins Hospital estab- 
lished an annual lectureship which is known as the Lloyd W. Ketron Lecture. 
Thus far, two distinguished dermatologists have presented Ketron Lectures. It 
is hoped that, through this medium, Dr. Ketron’s name will be kept alive and 
that the Ketron Lecture will bring to The Johns Hopkins Hospital in future 
years many distinguished dermatologists to honor his memory. 

Maurice M.D. 
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JESUS GONZALEZ URUENA, M.D. 
1868-1957 


We have learned of the death of Dr. Jesus Gonzalez Uruena, in México, 
D. F., on Sept. 29, 1957. He was a Corresponding Member of the American 
Dermatological Association. During his long life (1868-1957), he aided greatly 
in the improvement of dermatology in his country. He was Professor of 
Dermatology of the School of Medicine of the National University and the out- 
standing teacher of dermatology until his retirement, in 1928. Thanks to him, 
interest in syphilis was revived, the systematic study of the mycoses was initiated, 
and cutaneous tuberculosis was recognized as a health problem. His knowledge 
of leprosy is reflected in his book, “La lepra en Mexico” (1941). 
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Society Transactions 


BRONX DERMATOLOGICAL SOCIETY 
Morris Leider, M.D., President 
Henry Silver, M.D., Secretary 
Feb. 13, 1958 


Recurrent Hemorrhagic Purpura of the Legs 
with Ulcer Formation. Presented by Dr. Max 
WOLF. 

Ten months ago, reddish spots appeared on both 
lower extremities of a 27-year-old woman three 
weeks after a severe sore throat. They were 
accompanied by swelling of the ankles and severe 
pain in both knee joints. In the following month 
the reddish puncta enlarged, their color darkened, 
and their centers became vesicular, crusted, and 
finally ulcerated. It took five months for the 
ulcerations to heal. During this time the patient 
attended medical, dermatologic, and arthritic clin- 
ics. She was discharged with the diagnosis of 
“rheumatoid arthritis” and was advised to con- 
tinue to take aspirin, which she did, in amounts 
of 10 to 12 tablets daily. Four months ago, the 
patient complained again of sore throat and ear- 
ache. Three weeks later the second attack of her 
skin disorder started with reddish spots first on one 
leg, later on the other. In the ensuing two months 
the number and size of the lesions increased and 
some became extremely painful. The patient was 
unable to walk, and the legs were considerably 
swollen. 

Upon first examination no edema or varicose 
veins were seen on the legs. A good peripheral 
pulse was palpable. On the dorsa of the toes, the 
insteps, and the sides of the feet there were a few 
pinpoint- to millet-seed-sized hemorrhagic spots. 
On the inner and outer aspects of both lower legs 
there were numerous, discrete, round, oval, or ir- 
regularly shaped 5 mm. to 1 cm. dark hemorrhagic 
lesions. Many of the lesions showed a necrotic 
center and were surrounded by an erythematous 
halo (Fig. 1). 

Later the larger lesions around the right inner 
and right outer ankle ulcerated. In the center of the 
medial aspects of the legs the lesions crusted 
heavily. Most of the remaining lesions healed with 
pigmentation. 


Biopsy specimen taken from a_ hemorrhagic 
lesion did not reveal any distinctive changes. 


Submitted for publication April 9, 1958. 


An otolaryngological examination did not reveal 
any pathologic findings except slight enlargement 


of the tonsils. A smear from the tonsils was 
negative. 
Extensive laboratory studies including, aside 


from routine procedures, bleeding and coagulation 
times, creatinine levels, cryoglobulin and electro- 
phoretic protein determinations, search for L. E. 
cells, blood culture, and study of bone marrow 
pattern yielded essentially normal findings. The 
antistreptolysin titer was 333 units. 


Discussion 


Dr. Frances PascHer: My impression is that 
we are dealing with necrotizing vasculitis attributa- 
ble to a streptococcal infection. Both episodes of 
hemorrhages into the skin with subsequent ulcera- 
tion were preceded by a sore throat with fever. 
This hypothesis is supported by the increased anti- 
streptolysin titer. The ingestion of salicylates over 
a prolonged period may also be significant. The 
drug per se or in combination with the bacterial 
agent (haptene) may sensitize the vessels and thus 
induce a vasculitis. Another possibility to be con- 
sidered is depletion of vitamin C by salicylates. 
This can be established or excluded by means of 
the Harris and Ray vitamin C saturation test. 

Dr. NATHAN Sopec_: Following scarlet fever, I 
have seen crops of inflammatory nodules which 
rapidly develop lesions. The 
Shwartzman phenomenon suggests itself in consid- 
eration of pathogenesis of such events and may also 
be applicable in this instance. 

Dr. ConrAD StrItzLER: Antistreptolysin titers, 
unless very high, ranging around 1200, or rising 
steadily from a previous low point, must be inter- 
preted with caution. I would consider a titer of 
300 insignificant, or of doubtful significance. 

Dr. JoHN GarsB: By investigating the cryoglobu- 
lins, Dr. Wolf revealed his awareness of the im- 
portance of such tests in patients with purpuric 
eruptions and ulcerations of the lower extremities. 
The presence of cryoglobulinemia is more likely 
when similar lesions are associated with hepato- 
megaly with or without splenomegaly. 
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Dr. Max WorF: The mechanism of the origin 
of this recurrent purpura with ulcer formation is 
rather obscure. The unusual clinical features re- 
semble closely the picture of the Sanarelli- 
Shwartzman phenomenon (Sulzberger, M. B.: 
Dermatologic Allergy, Springfield, Ill, Charles C 
Thomas, Publisher, 1940). Slepyan observed during 
World War II, in a great number of hospitalized 
soldiers, purpuric eruptions of the lower extremi- 
ties. It was found that these soldiers had had an 
infection of the upper respiratory tract 1 week or 
10 days prior to the appearance of the purpura 
(Slepyan, A. H.: A.M. A. Arch. Dermat. & Syph. 
63 :646, 1951). A variety of syndromes whose 
common denominator is an allergic vasculitis 
(Szymanski, F. J.: A.M.A. Arcu. DerMAT. 
75:288, 1957) may occasionally show purpuric 
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Fig. 1.—Clinical aspect 
of recurrent hemorrhagic 
purpura with ulcer for- 


mation. 


eruptions with necrosis and ulcer formation. Cu- 


taneous manifestations of polyarteritis nodosa 
(Lyell, A., and Church, R.: Brit. J. Dermat. 66: 
335-343, 1954), nodular dermal “allergides” of 
Gougerot (Gougerot, A., and Duperrat, B.: Brit. 
J. Dermat. 66:283-286, 1954), allergic cutaneous 
arteriolitis (Ruiter, M.: Brit. J. Dermat. 66:174- 
181, 1954), hypersensitivity angiitis (Zeek, 
P. J. Cin Path 22-777, 1952) 
may be regarded as different designations for a 
similar group of diseases of more severe character 
where a necrotizing vasculitis may be found as an 
underlying pathology. The fact that in our case 
the microscopic picture did not reveal changes of 
the blood vessels corresponding to the clinical fea- 
tures does not speak against the allergic patho- 
genesis. The biopsies were performed six weeks 
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after the onset of the purpura, at a time when the 
eruption was in a subsiding stage. 


Lichen Nitidus with Nail Changes. Presented 
by Dr. A. J. Orruss and Dr. S. Katz (by 


invitation). 


A 21-year-old woman noticed an eruption on the 
wrists six months ago. This condition has pro- 
gressed slowly and has not been accompanied by 
subjective symptoms. About one month ago nail 
changes appeared. 

On examination, the patient shows pinhead-sized, 
slightly raised, discrete, yellow-brown papules on 
the flexor aspects of the wrists, in the cubital fos- 
sae and axillary folds, and on the right vulvar lip. 
Some fingernails show pitting, principally in the 
region of the lunula. 

Histologic examination was reported by Dr. A. 
Hyman as follows: “The epidermis shows areas of 
suprapapillary thinning and here the basal margin 
is washed out. The papillae are occupied by 
fibroblastic lymphocytes, a few cells of epitheloid 
type, and edema. Although the aggregates are not 
quite diagnostic, they are confirmative of the lichen 
nitidus nature of the lesions.” 


Discussion 


Dr. NATHAN Sopet: The patient has typical 
lichen planus of the buccal mucosa. Lichen planus 
of the nails occurs rarely. I have seen stippling of 
the fingernails in a patient who had lichen planus 
and believe the presented case shows nail changes 
due to lichen planus. V. Pardo-Costello (Diseases 
of the Nails, Springfield, Ill., Charles C Thomas, 
Publisher, 1946) states that when lichen planus 
affects the nails longitudinal striations occur more 
often. Also noted is the occurrence of transverse 
lines and, rarely, punctiform depressions in the 
nails like those of psoriasis. 

Dr. Max WotF: In many cases of generalized 
lichen planus I found different changes of the nails 
as longitudinal ridges, distortions, and channel for- 
mations of the nail plate. These changes may not 
be regarded as pathognomic but rather as an ex- 
pression of atropic disturbances (Arzt, L., and 
Zieler, K.: Die Haut und Geschlechtskrankheiten, 
1935, Vol. 2, p. 455). 


Dr. A. J. Orruss: I must say that when I first 
examined this patient I was not impressed with the 
nail changes as being other than the usual pitting 
which occurs following an eczematization in the 
region of the matrix. I do not believe that these 
changes are characteristic of lichen planus. 


Dr. Conrap Stritz_er: I should like to enter a 
dissenting opinion. I believe these nail changes are 
most compatible with psoriasis, appearing coinci- 
dentally in a patient with lichen niditus. 


Sarcoidosis; Improvement Following Therapy 
with Iproniazid (Marsalid). Presented by Dr 
CONRAD STRITZLER. 


A Negro man, aged 41, born in Georgia, is pre- 
sented with a history of several years’ duration of 
repeated episodes of cough, expectoration of thick 
yellow sputum (never blood-streaked), and a papu- 
lar eruption on the face, arms, and legs. During 
the past two years he has been hospitalized on two 
occasions for two to three weeks because of fever, 
weakness, cough, and expectoration and has been 
discharged with the diagnosis of “pneumonitis.” 
He had a penile lesion in 1943, for which he re- 
ceived “rapid treatment” at Bellevue. 

Examination one year ago a nodular 
eruption about the eyebrows, especially about a 
scar over the left eyebrow, and on the arms, fore- 
arms, and legs. They were bead to hazel nut in 
size, smooth, skin-colored, and not tender. Nothing 
distinctive was seen on diascopy. There was en- 
largement of lymph nodes in the anterior cervical 
triangle, left supraclavicular region, axillae, and 
groins. The heart was somewhat enlarged to per- 
cussion, but otherwise negative. A blunt liver edge 
was palpable 3 fingerbreadths below the right costal 
margin, and the splenic edge was definitely pal- 
pable on deep inspiration. The fingernails showed 
clubbing. 

The VDRL and T. P. I. tests were positive 
X-ray examination of the chest showed marked 
enlargement of the hili with disseminated infiltra- 
tion throughout both lung fields which was read 
as sarcoidosis. Reexamination 
showed no change. 


showed 


one month later 
Nine months ago iproniazid 
was prescribed (50 mg. t. i. d.). Six weeks later, 
x-ray examination of the chest showed marked 
resolution compared with previous plates. About 
one month ago, after iproniazid therapy had been 
discontinued for four months, x-ray examination of 
the chest showed considerable enlargement of the 
hilar shadows, and oval density at the right superior 
mediastinum suggestive of adenopathy, and an 
enlarged heart. X-ray examination of the hands 
and feet showed no evidence of osseous pathology. 

Tuberculin tests were negative repeatedly. A 
Kveim test became positive in three months and 
still persists. Culture of sputum for tubercle bacilli 
was negative. Total proteins were 8.3 gm., with 
albumin 3.9 gm., globulin 4.4 gm. Biopsy specimen 
of a nodule from the left eyebrow showed the 
dermis to be infiltrated with small tubercle-like 
granulomata consisting of epithelioid cells, giant 
cells, and lymphocytes, without caseation. The 
histological diagnosis is sarcoidosis. 


Discussion 


Dr. Morris 
tuberculous 


Leer: Iproniazid is an 
drug—although 


anti- 


less effective than 
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isoniazid. If this is truly a case of sarcoidosis and 
if the iproniazid therapy is truly the cause of im- 
provement, then this is an argument of some 
weight that some cases of sarcoidosis are of 
tuberculous origin. 

Dr. FraNcES PAScHER: I do not want to be in 
the position of detracting from the apparent ex- 
cellent therapeutic result obtained in this case. It 
is notoriously difficult to evaluate therapy in 
sarcoidosis because of its variable course. Edelson, 
(J. Invest. Dermat. 21:1-3, 1953) has reported 
favorably upon iproniazid in tuberculosis, whereas 
H. L. Israel, et al. (Am. Rev. Tuberc. 67 :671- 
673, 1953) found iproniazid ineffective. A more 
extensive trial with this agent in sarcoidosis is 
warranted, particularly in view of the low incidence 
of untoward side-effects. 

Dr. Conrap StrITZLER: No claim is made that 
iproniazid caused the remission in this patient. 
However, the rather prompt improvement in the 
cutaneous and pulmonary manifestations following 
the institution of iproniazid therapy is interesting. 
Three of seven patients with sarcoidosis currently 
under observation show similar improvement. 

The pulmonary lesions cleared strikingly and 
relapsed after the discontinuation of therapy. The 
cutaneous lesions have remained clear now for 
several months after therapy has been discontinued. 
We realize that this may represent a spontaneous 
remission. We will continue to observe these 
patients and will try to determine if there is a sure 
relation between iproniazid therapy and improve- 
ment. 

I have asked Dr. Louis Siltzbach to give a num- 
ber of patients with sarcoidosis iproniazid therapy, 
and I expect to have a report from him in a few 
months. 


Secondary Syphilis. Presented by Dr. Hans H. 
Brperste1n and Dr. C. Gay (by invitation). 


A 34-year-old white man was first seen six 
months ago with a bright red, sharply circum- 
scribed plaque that measured 4X6 cm. on the left 
malar prominence and a penny-sized erythematous 
plaque on the left cheek. No apple-jelly nodules 
were seen in any of the lesions. All the lesions 
were of one month’s duration previous to this 
visit. At that time the diagnoses that were con- 
sidered were lupus erythematosus, lupus vulgaris, 
and lymphocytic infiltration. A punch biopsy from 
the left cheek was reported as follows: “The upper 
cutis is edematous. Considerable telangiectasis is 
present. A massive infiltration is present in the 
deeper layer of the cutis. This consists of tubercles 
composed of giant and epithelioid cells with some 
mixture of round cells and lymphocytes. An oc- 
casional plasma cell is present. Diagnosis: Tuber- 
culoderm.” 
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Tuberculin tests were negative. Therapy was 
started with isoniazid (50 mg. t. i. d.). When no 
improvement was noticed in two weeks, isoniazid 
therapy was stopped. Treatment with Aralen 
(250 mg. b. i. d.) was started and continued for 
six weeks. The condition did not improve. 

Serologic and treponemal tests for syphilis were 
then done and were found to be strongly positive. 
Careful reexamination of the patient revealed a 
macular eruption over the back. A white scar 
was found on the glans. The patient denied a 
penile sore, adenopathy, or other signs and symp- 
toms suggestive of syphilis. 

Treatment with penicillin to a total of 7,200,000 
units was given in three days. Shortly after, the 
lesions resolved. 

In view of serological findings, review of the 
slides was done by Drs. Sims and Pensky and was 
reported as follows: “On histopathologic grounds 
alone, it is not possible to make a diagnosis of 
syphilis. The presence of tuberculoid structure is 
found at times in syphilis (secondary or early 
tertiary). 


Discussion 


Dr. IrvinG D. ExnreNFELD: So far in the dis- 
cussion, no one has said anything about the nature 
of the lesions this man presented. They certainly 
were not examples of the ordinary secondary 
eruption so far as their number, appearance, or dis- 
tribution is concerned, If they were syphilitic I 
should consider them as late secondary or preco- 
cious tertiary lesions. There may still be some 
question as to whether they were syphilitic in 
origin, even though the serologic and other tests 
for syphilis were positive. No mention is made 
in the presentation of titers and whether the titers 
rose or fell. 

Dr. NATHAN Sopet: When the patient was seen 
by me four days after he received the first peni- 
cillin, the skin lesions were gone. This rapid 
therapeutic result confirms the serologic findings. 
He undoubtedly had a late type of secondary 
syphilis. Since the histopathologic picture could 
be that of late syphilis, the diagnosis of precocious 
tertiarism is acceptable. 


Dr. A. J. Orruss: I agree with the previous 
speakers, that we must think of syphilis much 
oftener than we have been accustomed to doing 
recently. I must admit that I was mislead by the 
definite biopsy report of a tuberculoderm. How- 
ever, because of the rapidity with which the lesions 
vanished with penicillin therapy I am convinced 
that we were dealing with a form of syphilis. 


Lupus Erythematosus Disseminatus with Cryo- 
globulinemia. Presented by Dr. Joun Garp. 


A man 46 years of age presents an eruption on 
the face, shoulders, back, and extremities of four 
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Fig. 2.—Grayish-black 


plaque on the ear in a 


case of lupus erythemato- 


sus. 


months’ duration. As a construction worker he has 
been exposed for many years to the vicissitudes of 
weather. Lesions appeared first on the nose and 
subsequently on the ears, lower extremities, shoul- 
ders, and back. The patient now presents symmetric 
lesions on the aforementioned areas. The lesions 
vary from grayish-black solid plaques on the ears 
(Fig. 2) to slate-gray patches on the upper lip, 
chin, nose, and sides of the face that resemble 
argyria. There is no history of intake or applica- 
tion of silver salts. On the sides of the upper part 
of the neck are ill-defined, slightly raised, erythem- 
atous patches; similar lesions are present on the 
forearms and lower two-thirds of the arms, in 
which places they are covered with dry, adherent 
scales. 


Routine laboratory tests, including determination 
of A/G ratio and sedimentation rate, are normal. 
The blood was negative for L. E. cells and rosettes. 
Blood serum gave a strong positive reaction for 
cryoglobulin. Histologic sections from the right 
ear lobe and from the extensor surface of the right 
arm were diagnosed as compatible with chronic 
discoid lupus erythematosus and subacute lupus 
erythematosus, respectively. 

The patient is being treated with Aralen by 
mouth (250 mg. twice a day) and with a lotion 
containing p-aminobenzoic acid topically. 


Discussion 


Dr. Frances PAscHer: The demonstration of 
cryoglobulin in this case is of considerable interest. 
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A test was made because of the prominent involve- 
ment of the tip of the nose and ears and the dusky 
complexion, features which suggest pernio or chil- 


blains. The latter has been shown to be one of’ 


the symptoms associated with cryoglobulinemia. 
Moreover, the qualitative test in this case indicates 
that these abnormal proteins are present in con- 
siderable quantity. Another sample of serum has 
been sent to the laboratory for a quantitative esti- 
mate. Cryoglobulin has been noted before in as- 
sociation with lupus erythematosus, but it has been 
regarded as a relatively infrequent finding (Fel- 
daker et al.: A. M.A. Arcu, Dermat. 73 :325-335, 
1956). I think it would be of interest to test for 
these abnormal proteins in this disease, particularly 
in the presence of purpura or Raynaud’s phenom- 
enon. 

Classification of this case presents considerable 


difficulty. Laboratory tests did not disclose any 
evidence of systemic involvement (unless the 
presence of cryoglobulin is so interpreted). On 


the other hand, the lesions are not localized but 
have spread to involve the neck, arms, and chest. 
Some of the lesions, furthermore, are not discoid 
but are ill defined, erythematous, and edematous. 
A biopsy specimen from such a lesion on the arm 
was interpreted as showing changes consistent with 
subacute lupus erythematosus, i. e. absence of 
plugging, and marked edema of the upper cutis. 
Dr. Vicror H. Witten: Rather than using the 
name disseminated chronic discoid lupus erythema- 
tosus for those cases of chronic discoid lupus 
erythematosus presenting numerous scattered le- 
sions over the surface of the body, I strongly 
favor the terms widespread or generalized rather 
than disseminated. Through common usage among 
dermatologists and internists, the term disseminated 
has become regularly associated with the subacute 
and acute varieties of lupus erythematosus and 
carries with it the implication of systemic as well 
as cutaneous involvement. To use the term dis- 
seminated to describe a case of chronic discoid 
lupus erythematosus with widespread involvement 
of the cutaneous surface will only serve to con- 
fuse. There is difficulty enough, already, with the 
classification of types of lupus 
without adding to the confusion. 


erythematosus 


Case for Diagnosis: Epidermolysis Bullosa, 
Dystrophic Type. Presented by Dr. Conran 
STRITZLER 


A 24-year-old Negro man is presented with a 
widespread bullous eruption of the face, mouth, 
neck, axillae, hands, feet, elbows, and knees. There 
is no family history of this condition. It began at 
13 years of age and has been continuous since, 
with partial remissions at times. The bullae appear 
upon the slightest trauma, but they may appear 
apparently without cause. Their content is clear 
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to cloudy. They vary in size from that of a finger- 
nail to several centimeters in diameter, arise on a 
noninflammatory base, and tend to heal with de- 
pigmentation. There is no itching 

Over the elbows and knees there are thickened 
and scaly areas, marking the site of healed bullae. 
The nails are almost entirely destroyed, leaving 
scarred, tapering, atrophic fingertips. Bullae are 
almost constantly present in the mouth. They break 
easily, leaving denuded areas on the surfaces of 
the tongue, palate, and buccal and labial mucosa. 

In the laboratory work-up, the important findings 
are absence of abnormal porphyrins, absence of 
sickling, and a subepidermal bulla in the histologic 
section. 

Treatment has consisted chiefly of administration 
of iron, steroids, and tetracyclines. It is doubtful 
that any remission has been induced by such 
therapy; it is probable that any change in the 
clinical situation has been spontaneous. However, 
rupial crusting and secondary infection appear if 
the tetracycline (in doses of 250 mg. daily) is 
discontinued. 

Although we are unable to trace any hereditary 
factor in this patient, we still feel it is hereditary 
in origin, as a recessive trait. 


Discussion 


Dr. HeLcen O. Curtu: I object to the wording 
of the last sentence of the protocol, which reads: 
“Although we are unable to trace any hereditary 
factor in this patient, we still feel it is hereditary 
in origin, as a recessive trait.” It is, however, 
characteristic of recessive inheritance that the dis- 
order is not evident in the heterozygous state of 
each parent of the patient. Consanguinity of the 
parents would make recessive inheritance more 
probable, but it did not take place in this family. 
It should also be mentioned that the patient had 
an unaffected sister, who died at the age of 5 years. 
The patient was older than that when he showed 
the first signs of the disease, and the sister might 
have shown signs of she lived 
longer. 


the disease had 

With regard to epidermolysis bullosa the severe 
form is usually inherited recessively and the mild 
form dominantly, as has been observed in other 
inherited disorders which occur in severe and mild 
forms. The following theory explains the differ- 
ence. A patient with a dominantly inherited dis- 
ease still has a normal allele (an alternative gene) 
which may counteract the effect of the abnormal 
dominant gene, whereas in the patient with a 
recessively inherited disease both alleles are ab- 
normal. There are, by the way, exceptions to the 
rule that the milder form of a disease is inherited 
as a dominant and the severe form as a recessive. 
I recall a pedigree (MacKenna, R. M. B.: Brit. 
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J. Dermat. 49:448, 1937) in which the dystrophic 

form of epidermolysis bullosa was inherited as a 

dominant. 

Preliminary Report: Comments of the Value of Phosphorus 
32 as an in Vivo Method for the Diagnosis of Mali 


LOS ANGELES DERMATOLOGICAL SOCIETY 


S. W. Becker, M.D., President 
Floralou Kettenbach, M.D., Secretary 
Feb. 12, 1958 


Lymphoblastoma Localized on the Scalp for 
Thirty Years. Presented by Dr. MAXIMILIAN 
E. OperMAYER and Dr. IAN MAcpDONALD (by 
invitation ). 


A man, aged 56, was presented before this 
Society on June 13, 1944 (Arch. Dermat. & Syph. 
53:64, 1946). Prior to that he had been studied 
by Dr. George C. Andrews, at the Vanderbilt 
Clinic, New York, in 1933-1934. In 1944 the 
presenter’s diagnosis was that of lymphoblastoma 
of the leukemic or pseudoleukemic type, rather 
than true mycosis fungoides. 

The patient was referred to Dr. Ian Macdonald 
for x-ray treatment. From 1944 to the present 
time the indurated plaques on his scalp responded 
promptly to the treatment but always recurred. 
The total dose administered during these 13 years 
was 25,200 r at 130 or 160 ky. and a half-value 
layer of 0.16 mm. Cu. The last series of treatment 
in 1957 was given at a H. V. L. of 0.23 mm. Cu. 
Therapy has been administered to 200 ports with 
overlapping of areas. The imervals between treat- 
ments varied from a few months to more than 
one year and were shorter during the past two 
years. 

The present recurrence came on within 42 days 
after the last treatment. 

The average dose necessary to make the lesions 
disappear was 200 r. 

It is felt that continued irradiation is no longer 
a safe procedure. 

Periodic blood cell counts were normal, and 
sedimentation rate has never been elevated. X-ray 
studies of the chest in 1948, 1952, 1954, and 1957 
have not demonstrated any notable changes; ap- 
parent localized pleural fibrosis was seen in 1957. 

Occasional general physical examinations have 
not demonstrated any lymphadenopathy of acces- 
sible areas or enlargement of liver or spleen. 


Discussion 


Dr. Water R. NicKev: I would like to begin 
the discussion of this case by recalling Dr. 
Lawrence Nelson’s case that we all saw in Santa 
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Melanoma. By Drs. Earte W. Braver, ALFrep W. 
Kopr and Victor H. Witten and Drs. VerNat Cave 
and Mones Berman (by invitation). 

Diagnosis: Pigmented Nevi (Junction Type) on Eyelids of 
a Child. Presented by Dr. Louis WexteEr. 


Barbara about eight or nine years ago. His patient 
also had nodular lesions on his scalp. They were 
of long duration, as I recall, about 15 years. Next, 
I'd like you to recall a woman that I presented in 
San Diego at least on two occasions to this group, 
who had a lesion which had been diagnosed here 
in Los Angeles clinically as sarcoid, and, when 
it was finally biopsied in San Diego, proved io 
be a lymphoblastomatous lesion. She went on for 
15 years and finally died of her lymphoblastoma 
because it spread to the viscera after 15 years, 
but it remained localized for about 13 of the 15 
years. Some of you may recall this woman. She 
liked to have these nodules “drained,” and 
“draining” consisted of performing a biopsy after 
which the mass would tend to disappear. I feel 
certain that this is a relatively benign form of 
lymphoblastoma, tumorous variety, nodular type. 
Microscopically, I don’t think there is much that 
you can consider except reticulum-cell sarcoma, 
since the number of reticular fibers was increased 
markedly, particularly surrounding the mass of 
cells. The microscopic section from biopsy in 1944 
is presented; the histopathologic features are 
described in the printed report from the Archives 
at that time. The microscopic section from the 
recent biopsy is also presented and shows essentially 
the same features except that the band of normal 
collagen is broader. 

Dr. A. FLercHer HALL: I would like to ask Dr. 
Macdonald to translate the half-value layer of 
copper into its approximate equivalent in aluminum 
so that we dermatologists, who habitually think 
in terms of aluminum filters, can visualize the 
quality of radiation that has been used on these 
lesions. It is very difficult for me to see any 
evidence of x-ray damage to the skin, but that does 
not rule out damage to the subcutaneous tissues, 
periosteum, or bone. I think very “hard” ray must 
have been used because of the absence of evidence 
of x-ray injury to the surface. I feel that more 
superficial x-rays could be used if needed, and 
that the “if needed” should depend upon what 
these lesions do without x-ray: If they threaten 
to become fungating lesions, I think there should 
be no reason to withhold further x-ray, particularly 
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if the lesions continue to be radiosensitive as they 
appear to have been. Any dosage in the realm of 

200 r is a relatively small dose, and I can’t see 
why it couldn’t be used repeatedly in the future 
if fungating lesions become threatening. 

Dr. Lours H. Winer: My diagnosis on this 
case, histologically, was lymphosarcoma of the 
reticulum-cell type because of the great number 
of mitotic figures and the large size of the cells 
seen in the histologic section. I have studied two 
similar cases in the past six years. Clinically and 
histologically they were reticulum-cell sarcoma. 
The diagnoses were confirmed independently by 
two general pathologists. Both patients had 
dramatic beneficial responses with complete resolu- 
tion of the lesions and no recurrences following 
small doses of roentgen rays. I think that 
lymphosarcoma of the scalp is an entity in which 
the prognosis is better than lymphosarcoma sec- 
ondary to Hodgkin’s disease or that of mycosis 
fungoides. 

Dr. SAMuEL Ayres Jr.: In view of the ap- 
parently benign nature of the lesion, I am 
wondering whether there would be any virtue to 
giving a trial of freezing with liquid nitrogen. 

Dr. S. Witt1AM Becker: If it becomes neces- 
sary to discontinue roentgen therapy, there are 
other methods to benefit this patient—with no more 
cutaneous lesions than he has—namely steroid 
therapy, which is rather innocuous, and has aided 
in some of these tumors. The electron breeze (I 
think there is one available at Stanford in San 
Francisco) certainly has done wonders in some 
patients after they have received the maximum 
roentgen therapy. Then, of course, later, if neces- 
sary, the nitrogen mustards and similar substances 
could be used. I don’t think you ever cure one of 
these patients. 

Dr. SamMuet Ayres III: In view of their 
localized nature, I would suggest injecting 
hydrocortisone into the lesions. This seems worth 
trying because the corticosteroids, given  sys- 
temically, do have a palliative effect on the various 
lymphoblastomas. 

Dr. IAN Macponatp: The half-value layer 
equivalent of 0.16 mm. Cu—I would have to refer 
to tables for accuracy—I would say is the same as 
five times as much aluminum. The hazards that 
this man faces are not in the nature of future 
damage to the periosteum or bone, or the pos- 
sibility of a sarcomatous degeneration, but are 
more analagous to the damage suffered by dentists 
and the old radiologists before they became aware 
of the dangers of minute, almost daily, doses of 
exposure, particularly to the skin of the hands, 
that you have all seen. This man is now nearly 
60. He comes of a long-lived ancestry. Unless his 
disease becomes generalized, he may well go along 
until his mid-seventies. So, this danger of the de- 
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velopment of a squamous carcinoma of the scalp is 
not an imaginary hazard. Recognizing the fact that 
more roentgen therapy is needed, I would be 
willing to proceed with roentgen therapy if the 
quality indicated—of the half-value layer that we 
showed. He did have a trial with prednisone 
(Meticorten), 25 mg. twice a day for a period of 
three weeks. None of the lesions showed the 
slightest regression. It may be that some other 
corticosteroid might be more effective—I don’t 
know. I don’t think that alkylating agents are 
indicated right now in the absence of any demon- 
strable systemic disease. There are hazards, and 
I don’t think that they are justifiable when you 
are still dealing with a strictly localized disease. 
I have seen, over the years, four other patients who 
had long-continued localization of reticulum-cell 
lymphosarcoma of the scalp. One of these patients 
was under my observation for seven years and then 
escaped from follow-up. In New York from 1935 
to 1938, I was responsible in part for the care of 
one patient who was in his 11th year of 
lymphosarcoma localized to the scalp—and I don’t 
know what has happened to him since. This 
particular patient represents the longest duration 
of a strictly localized involvement of the scalp 
in my experience. Now the thing that intrigues me 
about this problem—is it a cutaneous equivalent of 
a localized, regional reticulum-cell lymphosarcoma 
in lymph node involvement? This is the form of 
lymphosarcoma which offers the brightest outlook 
in persons who have, as far as one can determine, 
localized disease of limited extent. The neoplasm 
is so favorable in cases like this that it may be 
another 10 years before he develops mediastinal 
node involvement, hepatomegaly, splenomegaly, or 
blood signs of bone marrow involvement. These 
unusual forms are analagous to the so-called 
desmoid tumors, which are extremely low-grade 
fibrosarcomas, nonmetastasizing-type, usually in 
the abdominal wall. They are strictly a problem 
in local therapeutic elimination, though they do 
have a tendency to recur even when the field 

of surgical excision has been wide. Another 
comparable neoplasm is Bowen’s disease, which I 

think most of you gentlemen accept as _ being 
entirely different than ordinary squamous carcino- 

mas of the skin. Finally, there are lesions of 

peripheral nerve trunks, a very few of which will 

exhibit multicentric areas of involvement, as many 

as four or more over a period of years. I am 

somewhat confused over this process being 

identified with mycosis fungoides. To me, they 
are separate and distinct entities. I have thought 

always that mycosis fungoides was a polymorphous 
process, whereas reticulum-cell lymphosarcoma is 
a disease exhibiting a monotonous histologic 
architecture. I should be delighted to be put 

straight on this point. 
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Dr. J. WALTER WILson: Since none of the 
lesions which have been present over the scalp of 
this patient have been more than 7 mm. in thick- 
ness, I wonder why radiation of this degree of 
hardness was selected. Much penetrating 
forms of radiation, such as that from the betatron, 
cathode-ray source, or even P® have been shown 
to be efficient in lymphoblastomas including mycosis 
fungoides in the tumor stage. In view of the facts 
that radiation is thought to cause leukemia and 
that some cases of lymphoblastoma, notably mycosis 
fungoides, can be present for a mild 
form and become lethal later, how are we to 
combat the impression that the radiation commonly 


less 


years in 


administered during the interim was_ responsible 
for the worsening ? 

Dr. IAN MAcpdOoNALD: This quality of radiation 
was deliberately selected at the onset, in con- 
templation of a long period of years during which 
many therapeutic exposures would be necessary. 
The H. V. L., incidentally, has been 0.16 to 0.23 
mm. Cu. A patient treated by P® or the so-called 
electronic beam or the 
would have vascular damage. That is the critical 
issue in question. He would now have vascular 
damage, stromal sclerosis, and hypoxia and would 
present very obvious signs of radiation damage. 
The damage alleged to produce leukemia in 
radiologists is not the therapeutic exposure to which 
this man has been subjected. I don’t think we 
have to worry about his genetic problem. Radiolo- 
gists all wear a roentgen badge. I suggest you 
look at the current issue of the J. A. M. A. which 
contains an article contending that there is no 
significant difference in the death rate from 
leukemia among radiologists, as compared with 
other physicians, after correction for age. 


most caustic x-radiation 


Dr. RacpH Lurkart II: Particularly in view 
of the fact that we are honored by having Dr. 
Macdonald, who is an authority on radiation, 
here with us this evening, it would seem most 
worth while to pause and give the problem of 
radiation treatment in this unusual patient some 
serious consideration. It sometimes appears that 
radiologists present a somewhat different point of 
view than we are accustomed to using ourselves. I 
am sure we are all in agreement that the total 
effects of radiation are solely produced by primary 
and secondary ionization resulting from the dis- 
placement and scattering of electrons in the tissues 
when struck by the electromagnetic waves. It 
is clear that when an electromagnetic wave does 
not strike an electron or nucleus in the tissue it 
does not produce ionization. Of those that do 
strike, the softer radiation results in secondary 
ionization, producing effects forward, laterally, and 
even back scattering, thereby having the majority 
of its ionizing effects in the upper layers of the 
tissues. The harder beam results in a more forward 


scattering of the “struck billiard balls,” throwing 
the ionizing effect more deeply into the tissues. 
Hence, when a very hard beam is used the majority 
When the 
radiologist is aiming at the pituitary or ovary, it 
is apparent that multiple ports of delivery as well 
as harder beams to produce a greater degree of 
Now, in this 


of the effect is at a greater depth. 


ionization at a depth are desirable. 
particular problem the pathology lies close to the 
epidermis. Therefore, I believe that inasmuch as 
the epidermis has been so clearly spared with the 
huge doses of radiation that have been used, by the 
same line of reasoning, so. has the tumor. 

Dr. [AN MACDONALD: 
in terms of skin dosage—again only by recall, 
H. V. L. 1 mm. Al, becomes anywhere from 130% 
to 150%. The air dose of 100 r heavily filtered 
produces a skin dose perhaps of only 104 r. So the 
major skin 


The air dose translated 


portion of the dose in terms of 
roentgens is going into the tumor—the essential 
difference is that of greater penetration. 

Dr. Jack W. GriFFIN: The time dosages for 
many of our superficial x-ray machines are cali- 
brated to include back scatter, factors for which 
are from Quimby et al. (1952) and British Journal 
of Radiology (Supplement, 1953). 

Dr. IAN MacpoNALp: Our machine is calibrated 
in air. Skin dose has to be calculated in terms of 
back scatter related to square area of portals. 


Mycetoma (Actinomycotic) Duration Thirty 


Years. Presented by Dr. 
and (by invitation) Dr. DonaLp S. FREIBURGER. 


During the last 22 years, a 69-year-old man, 
born in Guanajuata, Mexico, has handled “Arizona 
clay,” which is used for filtering petroleum pro- 
ducts. Prior to that time he did construction work 
with concrete. He says he has never worked bare- 
foot. 

The patient has been living in the United States 
all the time (with the exception of a one-month 
visit to Mexico in 1956) since 1916. He lived in 
Mexico before 1916. 

He injured his right foot with a pick-axe in 
1928. Approximately six months later, he was 
treated at a Los Angeles hospital for “mycetoma, 
right foot” by “excision of mass.” (See slide No. 
8909, dated April 18, 1929.) In 1945 he had a 
second operation performed at another Los Angeles 
hospital because of a “knot” on the dorsum of his 
right foot. This operation resulted in subjective 
improvement, although the foot remained some- 
what swollen and deformed. Since 1953 the swell- 
ing has increased gradually and the patient has 
noted occasional pain on the dorsum of the foot. 
He has remained ambulatory since onset of the 
disease. 

The right foot is grossly swollen and deformed, 
especially the distal three-fifths and the first four 
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toes. There is some induration. Several recently 
draining areas are evident on the dorsum. Some- 
times a little dorsal tenderness can be elicited. 

Biopsy findings (see slides No. 5489, December, 
1957, and No. 8909, April 18, 1929) : 1. Hematoxy- 
lin and eosin, Gram, and Hotchkiss-McManus 
stains: (a) granulomatous lesion in- dermis; (6) 
granule (“ray fungus”). 2. Gram stain: granule 
comprised of small branching filaments consistent 
with Actinomyces bovis and Nocardia. 

Other significant laboratory findings: 1. Blood: 
Hgb. 15.5 gm. (103%); WBC 10,000 (16L, 
4M, 1E, 2B, 77N); platelets: est. normal. 
2. Urinalysis: not remarkable. 3. Serologic test: 
negative. 4. Chest film: normal. 5, X-ray films 
of feet: normal bones. 6. Glucose-tolerance test 
(three-hour oral): normal. 7. Bacteriology: 
Smear, culture, and sensitivities of purulent ma- 
terial from lesion reveals Micrococcus aureus 
(B-hemolytic, coagulase-positive) sensitive to all 
antibiotics and chemotherapeutic agents except 
Gantrisin, sulfadiazine, sulfamerazine, Triple Sulfa, 
Thiosulfil, Elkosin, and streptomycin. 8. Mycology 
(see slides): (a) Crushed granule from lesion: 
Gram stain reveals small Gram-positive branching 
filaments consistent with Actinomyces bovis and 
Nocardia; no spores seen. (b) Thioglycollate 
broth: (1) Gram stain of smear of anaerobic 
growth reveals small gram-positive branching fila- 
ments consistent with Actinomyces bovis. (2) 
Ziehl-Neelsen stain reveals that the small branch- 
ing filaments are not acid-fast. (c) Sabouraud’s 
dextrose agar: no filamentous growth. 

Discussion 

Dr. J. WALTER Witson: I was very much 
pleased to see this case and to note the diagnosis 
of actinomycosis of a foot due to A. bovis, be- 
cause I have elected in both of my books to con- 
sider what is usually called madura foot or 
mycetoma as a part of actinomycosis. In my opinion, 
it is the same clinical syndrome as actinomycosis 
except that it is in a different part of the body. It is 
true that actinomycosis due to A. bovis occurs 
usually in the areas of the throat, the neck, the 
teeth, sinuses, and the intestinal tract, because that 
is the habitat of that organism. As it is not common 
to find A. bovis in a foot one could wonder how it 
got there, particularly from an injury with a pick- 
axe, as in this case, since it is not to be found 
in soil. There are recorded cases of A. bovis in- 
fection of arms and legs due to animal or human 
bites, and I asked this man particularly whether 
he had ever been bitten by an animal. I think 
also we can learn something else from this man. 
He can walk—not entirely well, admittedly, but he 
is able to walk, even though his foot has been 
involved with this disorder for 30 years. We 
should wonder whether this man was not wise 
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after all when he wouldn’t let the surgeons ampu- 
tate. Sometimes this condition continues notori- 
ously chronic for years without interfering with 
the life of the patient. It certainly is not a 
systemic health problem. I also was glad to meet 
this patient, because he is probably the only per- 
son who has lived as long as he has in the United 
States who hasn’t had penicillin. He said he had 
had no more than three injections of anything in 
his lifetime. The cultures revealed an organism 
sensitive apparently to penicillin. This is additional 
evidence for A. bovis because it is sensitive to 
penicillin more than to sulfonamides. I believe 
this man should be given large amounts of peni- 
cillin. 

Dr. JeroMeE K. Fisuer: Is this a suitable case 
for amphotericin B? 

Dr. J. WALTER Witson: Dr. Victor Newcomer 
can tell you more about it than I can. Until we 
are more certain that amphotericin will not have 
any more toxic effects than we know of at the 
present (I refer to toxic effects that might not 
show up in the first year or so after a sufficient 
amount of such a drug has been used), I think 
we should probably withhold it, particularly from 
patients who get along as well as this one has. 

Dr. Motteurus Couperus: Dr. Freiburger did 
the work-up on this patient, and he will close the 
discussion. The same problem regarding the origin 
of the infection which troubled Dr. Wilson also 
troubled us. The fact that the patient received this 
injury with a pick while working on a sewer in 
Los Angeles makes it, at least theoretically, pos- 
sible that the Actinomyces was carried by the 
sewage and that the patient obtained his infection 
that way. 

Dr. Donatp S. Frerpurcer: I think that the 
most interesting aspects of this case are its long 
duration, 30 years by history and 29 years his- 
topathologically, and the fact that the patient has 
no bone damage in his foot. As far as treatment 
is concerned, it will depend upon the mycological 
diagnosis. We must decide which drug to use to 
combat the causative organism. We have ruled out 
the higher fungi and botryomycosis and _ believe 
that the organism is either Nocardia or A. bovis. 
It is most likely Actinomyces. Choice of a drug 
is not the only consideration, however. Are we 
going to do a surgical procedure? If so, what 
kind? I believe we will have to administer drugs, 
penicillin, or some other antibiotic or chemothera- 
peutic agent, and, after a certain period of time, 
perform a conservative surgical procedure, im- 
mobilize the patient perhaps and then continue the 
drugs postoperatively. This type of program was 
suggested by Dr. W. P. Cockshott last year in 
the West African Medical Journal (The Therapy 
of Mycetoma, 6:101-107, 1957). His article out- 
lines a program of medication and conservative 
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surgery followed by more medication and im- 
mobilization, I want to mention one more inter- 
esting thought from his article. Bone and joint 
tuberculosis with secondary infection and sinus for- 
mation formerly was treated almost exclusively by 
surgery, usually by amputation or some other rela- 
tively radical operation. Today it is being treated 
successfully with less radical surgery in combina- 
tion with antibiotics. He suggests that mycetoma 
might eventually fall into a similar class therapeut- 
ically. 

Case for Diagnosis: Lymphobl 3; Variant of Sulz- 
berger-Garbe Syndrome? Presented by Dr. Norman E. 
LEVAN. 
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Lichen Planus? Leukemia? Carcinoma? of the 
Tongue. Presented by Dr. Francis W. Lyncu. 


A 33-year-old white man has noted a persistent 
lesion on his tongue for the past 13 years. The 
patient was examined at the Mayo Clinic in 1944, 
and a diagnosis of lichen planus of the tongue 
was entertained. He noted a lesion on his lower lip 
in 1956. Pathologic examination of a_ biopsy 
performed on the lip lesion in 1957 showed changes 
diagnostic of squamous-cell carcinoma. A surgical 
excision of the carcinomatous area was performed. 

Physical examination reveals involvement of the 
dorsum of the tongue with thickened papules and 
plaques. 


Discussion 


Dr. HAMILTON MontcoMeEry, Rochester, Minn. : 
In this case I believe Herman Beerman thought he 
saw some carcinoma in one of the sections, but I 
saw pseudoepitheliomatous hyperplasia and the pic- 
ture of lichen planus in the other section. 

Dr. HERMAN BeEERMAN, Philadelphia: I thought 
I saw some epitheliomatous change, but I will ad- 
mit that is is probably pseudoepitheliomatous, and 
lichen planus basically. Clinically, I thought this 
patient has a geographic tongue. He said it varies 
from time to time. 


Submitted for publication May 15, 1958. 

* Proceedings of the Minnesota Dermatological 
Society meeting held in conjunction with the dinner 
honoring Dr. Henry Mickelson, Oct. 25, 1957. 
This meeting was also held in conjunction with a 
cancer symposium sponsored by the Division of 
Dermatology of the University of Minnesota on 
Oct. 24, 25, 26. 


Lichen Planus of the Palms and Generalized. Presented by 
Dr. Rosert L. Day. 


Lichen Planus? Dr. 


Case for Diagnosis: Presented by 


Rosert L. Day. 
Parapsoriasis en Plaque with Poikiloderma-like Changes: 
Prob. Early Presented by Dr. 


Jerome K. FIsHeEr. 


Mycosis Fungoides. 


Lymphoeytema Cutis. Presented by Dr. Murray ZIMMER- 
MAN. 

Raynaud’s Syndrome, with Gangrene of Fingertips. Pre- 
sented by Dr. Norman E. Levan. 

Mycosis Fungoides. Presented by Dr. Joun D. Rocers. 

Discoid Lupus Erythematosus. Presented by Dr. JEROME 


K. FIsHeEr. 


Dr. Henry MICHELSON, Minneapolis, Minn. : The 
treatment is a problem here. Having accepted the 
diagnosis of lichen planus, which I think it is, 
then what’s next? No one had cautioned the pa- 
tient about smoking. I don’t think he should be 
allowed to smoke. You'll think I’m a fanatic about 
this tobacco business, but I do believe that when 
there is anything wrong in the mouth one should 
not smoke. Now then, what to do? I think that 
all lichen planus of the mouth is entitled to a 
trial with the stock empiric drugs, whether it be 
mercury or bismuth or a chloroquine, Plaquenil, 
and Atabrine mixture, and painting with tri- 
chloracetic acid is worthwhile. 

Dr. STEPHEN ROTHMAN, Chicago: 
that I disagree with the opinion of Dr. Michelson. 
I believe that none of the recommended pro- 
cedures is effective in treatment of lichen planus 
of the mucous membranes. Our statistics have 
shown that bismuth is entirely ineffective. Caustic 
or abrasive local measures will cause much pain, 
but I doubt it will prevent recurrences. The harm- 
ful effect of smoking remains to be proved. Psycho- 
logically, I fully agree, most of these patients are 
carcinophobes. But convinced that car- 
cinophobia is only nurtured by active treatment, 
particularly if it is ineffective. One should be firm 
in stating that this is a benign condition and has 
nothing in common with leukoplakia except the 
white color. 

Dr. ANTHONY CrpoLLARo, New York: I hate 
to get off again on this, but I asked Dr. Michelson 
to discuss the treatment because I think this is 
where the dermatologist has a terrific responsibil- 
ity to the patient. Now this person has lichen 
planus. No question about that diagnosis. But— 
this is an active disease on the tongue. The tongue 
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is a site where cancer develops easily and fre- 
quently, and I think that we have to take a very 
active attitude toward this person regardless of 
what his psyche is. We have to keep him under 
good control; some mouth hygiene, no smoking, 
vitamins, things of that sort should be administered 
to this patient, and he should be examined ex- 
tremely carefully each time he cemes in, for 
this type of soil is favorable for the development 
of cancer. 

Dr. CLARK FINNERUD, Chicago: I just arrived 
here, and so I do not know what has been said 
about Case 1, but a point I want to bring 
out is the fact that, although leukoplakia and 
lichen planus of the mouth are entities, it may be 
practically impossible to decide between the two 
clinically. When that is true, it commonly is also 
true histologically. In this instance, although I am 
sure some will disagree, I favor the diagnosis of 
leukoplakia. Leukoplakia of the tongue is rare in 
the absence of involvement of the buccal mucosa. 
I might mention, incidentally, that lichen planus 
of the mouth sometimes responds favorably to bi- 
chloride of mercury paintings, for which Dr. 
Michelson gave me the formula many years ago. 
We all realize that almost nothing is more resistant 
to treatment than lichen planus of the mouth. 
However, as stated, we have used this locally with 
some success, with and without employing internal 
measures. 

Dr. Francis W. Lyncu, St. Paul: The man- 
agement of this patient has been a_ problem 
principally because the patient has been very con- 
fused as a result of his medical advice. I have 
felt that he definitely has lichen planus and that 
the risk of developing oral cancer in this case is 
minimal. However, others have told him that he 
has leukoplakia and, as a result, he had excision 
of a considerable portion of the surface of the 
lower lip. A general pathologist made a diagnosis 
of cancer of the lip. I thought the reaction to be 
nonepitheliomatous hyperplasia. I am glad to have 
the opinions of this group so that I can reassure 
the patient. 


Scleroderma? with Hemiatrophy. Presented 
by the Staff of the University Hospital. 


A 6-year-old white girl has had a circular area 
of alopecia anterior to her right ear since birth. 
For the past 18 months the patient has experienced 
a flattening of the structures of the right side of 
her face. This appeared to follow an infection of 
this area with edema of the right eye. Her gen- 
eral health has been good except for frequent 
attacks of otitis media. The patient has been ad- 
mitted to the University Hospital on two occasions 
for study of the present condition but has received 
no therapy. 
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On physical examination the skin and subcu- 
taneous tissue of the right cheek, nose, and jaw 
are noted to be sclerotic and atrophic. There is a 
firm circular area of alopecia anterior to the right 
ear. The right mandible appears underdeveloped, 
producing a marked asymmetry of the face. There 
is slight muscular atrophy of the right lateral bor- 
der of the tongue and a deviation to the right on 
projection of the latter organ. 

Roentgenograms revealed an underdevelopment 
of the mandible on the right, slight right maxillary 
sinus mucosal thickening, and a normal vertebral 
column. Pneumoencephalogram showed a large in- 
dentation of both lateral ventricles, probably due to 
a large calcar avis. 

Pathologic examination of a cutaneous biopsy 
performed on the right cheek revealed changes 
compatible with, but not diagnostic of, scleroderma. 

Skin temperature studies have demonstrated a 
sympathetic-parasympathetic imbalance with prob- 
able sympathetic preponderance. 

The patient will receive a trial on parasympa- 
thetic drugs under the direction of the department 
of physical therapy. 


Generalized Scleroderma. Presented by Dr. JoHN 
G. RUKAVINA. 


A 34-year-old white woman noted the onset of 
an aching shoulder pain two years ago, followed 
by a similar involvement of the small joints of the 
hands, feet, knees, and elbows. At the same time 
she noticed color changes (purple and white) upon 
exposure of the digits of her hands and feet to 
cold. One year ago the patient experienced the 
onset of stiffness and loss of sensation over the 
left cheek, tightening of the skin, decrease in func- 
tion of the fingers, and difficulty in walking up 
stairs. There has been no weight loss, dysphagia, 
or digital ulceration. 

The patient was studied at the Mayo Clinic in 
February, 1957. Muscle and cutaneous biopsy per- 
formed at that time on the right deltoid region 
revealed changes compatible with a diagnosis of 
scleroderma. Electromyography, electroencephalog- 
raphy, and an L. E. clot test were normal. 

The diagnosis of scleroderma, with elements of 
dermatomyositis, was entertained, and it was sug- 
gested that she be started on corticosteroids. The 
patient has been maintained on oral cortisone 
(100 to 62.5 mg.) by her family doctor for the 
past five months, with a response of decreased 
joint pain and a feeling of well-being. She has 
been without cortisone for one week and has noted 
increased joint pain and swelling. 

The patient was admitted to the University of 
Minnesota Hospital on Oct. 14, 1957, for further 
study and intravenous chelation (EDTA) therapy. 

Physical examination reveals bilateral pupillary 
membranes (result of a cataract operation at the 
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age of nine years); slight tightening of the skin 
on the dorsae of the hands and digits, forehead and 
cheeks; poor pedal pulses; slight drooping of the 
left corner of the mouth; hypesthesia over the 
distribution of the left lower trigeminal nerve and 
generalized weakness, without muscle atrophy, 
greatest in the upper extremities. 

Significant laboratory data reveal C-reactive pro- 
tein 3+; total protein 7.8 gm. % with albumin 2.9 
and globulin 4.9 gm. %; normal urinalysis and 
L. E. clot test, normal roentgenograms of the 
gastrointestinal tract, chest, teeth, and involved 
joints. 

A cutaneous biopsy performed on the right 
forearm reveals changes compatible with early 
scleroderma. 

The patient has received daily intravenous infu- 
sions consisting of 3 gm. of EDTA in 500 cc. 5% 
dextrose in water. 


Discussion 


Dr. Louts BrunstinG, Rochester, Minn.: The 
occurrence of hemiatrophy with morphea and 
scleroderma in childhood I believe is the rule 
rather than the exception. The two conditions do 
not always appear at the same time, as was shown 
here. These findings point to some involvement of 
the nervous system in the background, with the 
changes in the skin being secondary. The point is 
emphasized also in acrosclerosis in adults, where 
there is uniformly a disturbance of the sympathetic 
functions with Raynaud’s phenomena. In our hands 
the use of treatment by chelation brings about a 
considerable loss of calcium through the kidneys, 
but the subjective improvement in the scleroderma- 
tous stage leaves much to be desired. Dr. Sigfrid 
Muller has been following these patients closely 
and may wish to comment. 

Dr. Sicrrip MULLER, Rochester, Minn.: We have 
treated about 11 or 12 patients with scleroderma, 
a few with generalized morphea, and a few with 
acrosclerosis. Their ages have varied from about 
18 to 65, and the duration of sclerosis about 15 
years in a couple of patients, and in the rest it was 
of relatively brief duration, usually less than two 
years. Our results have not been too good, and, 
consequently, I haven’t been to enthusiastic. How- 
ever, in a couple of patients there seemed to 
be considerable improvement, especially in the 
edematous phase of scleroderma. It is extremely 
difficult to evaluate, because all the patients tell 
you they are better, although you can’t judge it to 
be so by feeling their skin. One of the problems 
has been to establish definite criteria by which we 
can judge whether we have improvement, objective 
improvement, or whether it is subjective. 

Dr. Cart LAyMon, Minneapolis: I merely wish 
to ask Dr. Muller a question. What does he mean 
by generalized morphea? 


Dr. Sicrrip Mutter, Rochester, Minn.: By gen- 
eralized morphea I mean limitation of the sclerosis 
to the skin, with a widespread distribution, without 
involvement of other organs. 


Systemic Moniliasis. Presented by the Staff of 
the University Hospital. 

A 3-year-old white girl had been in good health 
until the age of 10 months, when she experienced 
the onset of a scaly eruption concentrated in the 
inguinal and presternal areas. The condition 
cleared rapidly under the use of mycostatin oint- 
ment. At the age of 12 months the patient was 
admitted to the University of Minnesota Hospital 
because of complaints of diarrheal stools, fever, 
and failure to gain weight. At that time, because 
of fatty stools, duodenal x-ray patterns and defi- 
cient fat and vitamin A absorption, the patient 
received a diagnosis of celiac syndrome and was 
placed on a celiac diet. In addition, reversal of 
the albumin-globulin ratio and normal serum cal- 
cium and phosphorus were noted. Intestinal symp- 
toms have not been present since the age of 14 
months, though the patient has been on a varied 
diet. 

At the age of 17 months the patient’s parents 
noted persistent white spots in her mouth and 
brown scaly lesions on her shoulders, neck, and 
genitalia. The eruption disseminated to the fore- 
head, scalp, and axilla, and in its entirety was 
waxed and waned since the time of onset. The 
patient has had six additional University Hospital 
admissions for repeated episodes of upper respira- 
tory infections, bronchopneumonia, unexplained 
febrile episodes, and therapeutic trials for her 
cutaneous condition. 

She has received trials on oral preparations of 
nystatin (Mycostatin), amphotericin B, vitamin D, 
estradiol-progesterone combination, colostrum, and, 
at present, diiodohydroxyquin (Diodoquin). Topi- 
cal Vioform, zinc undecate (Desenex), amphoteri- 
cin, Castellani’s paint, nystatin, and gentian violet 
have been applied. Temporary regression of the 
eruption was noted with the use of amphotericin B. 
The most rapid regression has occurred in the 
past three weeks concomitant with the use of 
oral Diodoquin. 

Laboratory studies have revealed a persistent 
unexplained alkaline phosphotase elevation; a per- 
sistent reversal of the albumin-globulin ratio; re- 
peated cultures of Candida albicans from the nose, 
throat, feces, skin, nails, and occasionally vagina ; 
numerous mycelia in the upper epidermis on a 
cutaneous biopsy, and a low-normal height-growth 
curve. 

Physical examination reveals crusted papules and 
plaques on the scalp, cheeks, chin, ears, axillae, 
neck, and trunk. There is a polycyclic border with 
central clearing in the right axillary plaque. White 
adherent patches are present on the tongue and 
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buccal mucosae. Erythematous-squamous patches 
are seen on the digits of the hand with hyper- 
trophy of the right third and left first and third 
digital nail plates. An erythematous plaque on the 
inguinal and perineal areas is also noted. 


Discussion 


Dr. Jonn H. Lams, Oklahoma City: I think 
that Dr. Rothman should open this discussion, 
since he has reported a case with hyperkeratotic 
granulations due to Candida albicans. We had a 
severe case of Monilia infection of the oral mucosa 
and entire gastrointestinal tract which in the early 
stages was very much like this one. However, 
the keratotic granulations on the skin and nails 
were due to Microscoporon canis and not Monilia. 
Our patient died at the age of 18 years of starva- 
tion, loneliness, and inanition. We tried many 
forms of treatment, all of which failed. I don’t 
have any recommendation for treatment in this 
case. 

Dr. STEPHEN RoTHMAN, Chicago: I agree with 
Dr. Lamb that this baby’s condition corresponds 
with what Dr. Hauser and I described as Monilial 
granuloma. Our patient died in diabetic coma. A 
second patient we had an opportunity to observe 
had a profound pancreatic digestive deficiency. 
Thus, it seems probably that pancreatic disease is 
the primary condition from which Monilial granu- 
loma develops. Acrodermatitis enteropathica seems 
to be an entirely different entity. This disease is 
primarily a disease of the small intestines and can 
be cured by administration of Diodoquin. I am 
surprised to hear that this baby has done well 
with Diodoquin. If so, there might be some rela- 
tionship between Monilial granuloma and acro- 
dermatitis enteropathica. On clinical grounds I 
would be reluctant to accept any relationship be- 

tween these two diseases. Dr. Cipollaro has pub- 
lished one of the most characteristic cases of 
monilial granuloma, and maybe he would comment. 

Dr. ANTHONY CrpoLLaAro, New York: So far, 
the speakers have not emphasized the fact that this 
child has celiac disease, and I think that is what 


makes it difficult in trying to get a response to the 
monilial infection. 


not too servere 


Now, ordinarily moniliasis is 
a problem, even generalized 
moniliasis, but when the patients develop granu- 
lomas there is always a systemic background, just 
like—well, this particular patient has celiac dis- 
ease. Last year I had a case similar to this, only 
the moniliasis was 10 times worse than you see 
here, large granulomatous lesions all over the scalp 
and on various parts of the body. The patient had 
a great big stomach that the pediatricians diag- 
nosed as celiac disease, and the combined talents 
of the dermatologists and the people interested in 
metabolism and the pediatricians were not able to 
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do much with this child. The child died after 
having had the disease for about a year. Now, the 
question of acrodermatitis enterohepatica—that is 
a rare disease. We have one in New York that 
has been shown at various meetings. This child 
has terrific diarrhea and a dermatitis mostly of 
the extremities resembling epidermolysis bullosa. 
Lesions are also present around the knees. The 
diarrhea is very severe when the cutaneous lesions 
are most active. A few doses of Diodoquin clears 
this child right up. Now there must be some 
similarity in this group of diseases. They must 
be systemic diseases with involvement of other 
organs. 


Pustular Psoriasis? Presented by the Staff of the 
Minneapolis Veterans’ Hospital. 


A 3l-year-old white male truck driver, noted 
progressive joint pain in June, 1952, which began 
to involve the ankles, knees, hips, back, and 
shoulders. In July, 1953, the patient noted a penile 
discharge, followed in one month by a scaling, 
elevated eruption, involving the soles, scalp, and 
nails. At this time he also had oral ulcerations, 
conjunctivitis, and balanitis. The patient was 
treated initially with a short course of cortisone, 
penicillin, and streptomycin for rheumatoid arth- 
ritis and then was transferred to a California 
Veterans’ Hospital, where a diagnosis of Reiter’s 
disease was made. Within six months the skin 
was completely clear and the only residue of this 
disease consisted of periodic episodes of mild 
arthralgia. 

The patient remained well until June, 1957, at 
which time he noted the onset of ankle pain, 
accompanied by an elevated, papular eruption on 
the extensor surfaces of the forearms. Over a 
four-week period the eruption spread to involve 
all body surfaces except the central 
palms. 


face and 
Destructive nail changes and mild oral 
ulcerations began at the same time. The patient 
was admitted to the Minneapolis Veterans’ Hos- 
pital on Aug. 27, 1957. 


Physical examination reveals sharply demarcated, 
crusted plaques on all surfaces of the body, except 
for the face and palms; shallow ulcerations on the 
labial and buccal mucosa, and generalized lymphad- 
enopathy. 

Laboratory study was within normal limits ex- 
cept for two sedimentation rates, which were 
reported as 66 and 85 mm. in an hour, respectively, 
and two white blood cell counts which showed 
moderate leukocytosis with a moderate shift to the 
left. Roentgenograms of the feet demonstrated a 
small cystic area at the distal end of a phalanx of 
the foot and soft tissue swelling above the left 
ankle. 

The patient was treated with oral salicylates 
and petrolatum to all areas, except the scalp, 
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where he used half-strength Sal-Sulfur for seven 
days. At a later date the patient was given peni- 
cillin parenterally and ammoniated mercury and 
bacitracin ointment topically. Three and one-half 
weeks after admission, cortisone (200 mg. a day) 
was prescribed, with rapid improvement noted. 


Discussion 


Dr. HERMAN BEERMAN, Philadelphia: I don’t 
know what pustular psoriasis is, but I thought this 
patient’s constitutional complaints and history sug- 
gested Reiter’s syndrome, in which lesions are 
very similar to those one sees in keratoderma- 
blennorrhagica. This is histologically, I believe, 
psoriasis with huge Monro’s abscesses. I bow to 
Dr. Michelson’s possible diagnosis. 

Dr. Henry MICHELSON, Minneapolis: This pa- 
tient has been on our service at the Veterans’ 
Hospital, and I have been intensely interested in 
him because I have been trying to get together a 
paper on unusual psoriasis. I think that in 
psoriasis particularly we have three histologic 
features from which we can build up psoriasis any 
way we want to—the hyperkeratosis, the infiltrate 
in the corium, and in the pustule of the Monro 
abscess. When Professor Pincus was here and we 
were discussing psoriasis he brought something to 
my attention that I didn’t realize. We always think 
of an abscess as being round. Pincus brought out 
that a Monro abscess may be perfectly flat, and, 
therefore, you may call a collection of pus an 
abscess when it is flat. It doesn’t have to be round 
to be an abscess. In this case you see where this 
abscess, if you want to call it that, elevated itself, 
migrated to the surface, and became a large, flat 
abscess. Now then, this question comes up: Reiter’s 
disease versus pustular psoriasis. Reiter’s disease 
is not a very clearly defined entity. One thing 
that we have seen in all the Reiter’s cases we 
have had—and we have had a lot of them—30 or 
40 cases—is that there is a profound loss of weight; 
there is pain, high temperature, long-lasting, but it 
comes to an end within two or three months. This 
man has had psoriasis or psoriasiforme attacks 
again and again, and when we saw him this time 
we felt that he had undeniable symptoms of 
psoriasis and he also has some symptoms of Reiter’s 
disease. But in the Reiter’s part of it—the mucous 
membrane, the urethritis, the lack of conjunctivitis 
and mild arthritis—I believe we are dealing with 
what Zumbusch first described as psoriasis pus- 
tulosa. And I think this answers that description 
very well. 

Multiple Leiomyomas. Presented by the Staff of 
the University Hospital. 


A 54-year-old white woman noted the onset of 
tender nodules on her back and arms 27 years ago. 


The lesions have gradually increased in number 
but not in size. The nodules have not been spon- 
taneously painful, nor have they been affected by 
temperature changes. One of the patient’s nine 
brothers has similar lesions on his arms and back. 

Physical examination grouped 
tender nodules on the scapular and sacral areas and 
diffuse similar nodules on the extensor aspects of 
the upper extremities. The lesions are not affected 
by the application of heat or cold. 


reveals pink, 


Pathologic examination of a cutaneous biopsy 
performed on a nodule on the arm reveals changes 
diagnostic of leiomyoma. 


Discussion 


Dr. CLARK FINNERUD, Chicago: The younger 
men present today are fortunate in having seen 
here a classical case of this entity. I was in derma- 
tology for many years before I first saw a pa- 
tient with this disorder, and then I encountered 
three within a week or so. Once seen, it is never 
to be forgotten, in that probably 9 out of 10 such 
cases follow the same pattern—pea to navy bean 
size, oval and round nodules, usually slightly red- 
dish, with or without subjective symptoms, and 
occurring in groups. Although the case is usually 
clinically typical, of course for the record we per- 
form a biopsy, and for differentiation we use Van 
Gieson’s stain. 

Dr. HAMILTON MontGoMERY, Rochester, Minn. : 
Dr. Winkelmann and I have been studying a large 
group of myomas of the skin, some of them classi- 
cal leiomyomas, some with pain and some without 
pain. Then there are also deeper lesions, namely, 
angiomyomas that arise from the smooth muscle 
of the walls of blood vessels, in contrast to the 
more superficial leiomyomas that are arising from 
the arrectores pilorum muscles. It would seem 
that a myoma is painful when it extends down 
into the subcutaneous tissue. Then there is the 
so-called dartoic myoma that usually occurs in the 
dartoic muscles of the scrotum. 


Xeroderma Pigmentosum. Presented by the 
Staff of the University Hospital. 


A 30-year-old mentally retarded white man has 
experienced cutaneous and conjunctival sensitivity 
to the sun’s rays since birth, with cutaneous 
erythema and blistering and conjunctival injection 
subsequent to such exposure. The patient has had 
numerous keratoses and basal- and squamous-cell 
carcinomas on the lips, face, ears, and neck since 
the age of 12 years. Treatment of these lesions 
has consisted of irradiation and surgical excision. 
The patient has lived at the Faribault School for 
the past 12 years. His older sister, who was 
similarly affected, died as a result of intestinal 
obstruction at the age of 33 years. 
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Physical examination reveals numerous telangi- 
ectasias, ephelides, and depigmented scars on the 
face and neck. The patient’s nose is distorted by 
scar tissue. There are leukoplakic patches on his 
lower lip and scattered on the alveolar ridges. 
Bilateral conjunctivitis is present. There are ephe- 
lides and punctate keratoses scattered over the 
extensor aspects of his arms and on his scapular 
region. Several verrucous nodules appear on the 
third digit bilaterally. 


Numerous Basal-Cell Epitheliomas, Arsenical 
Keratoses, and Chronic Eczema. Presented by 
Dr. Francis W. Lyncu. 


A 54-year-old white man has had recurrent epi- 
sodes of eczema since the age of 7 years. For 
the past 17 years he has had numerous keratoses 
on the palms and epitheliomas on the face. There 
is no definite history of arsenical ingestion. The 
patient received a course of BAL at the Univer- 
sity Hospital in 1947. His many epitheliomas have 
been treated by irradiation (40), electrosurgery 
(several hundred), or plastic surgery (left 
cheek). 

Physical examination reveals numerous keratoses 
on the palms; epitheliomas predominating on the 
right cheek, posterior neck, and left infraorbital 
area, and evidence of a disseminated neuro- 
dermatis (atopic eczema). 

Pathologic examinations of specimens from re- 
peated biopsies performed on facial lesions have 
revealed changes diagnostic of basal-cell epithe- 
liomas. 

The patient is presented with the diagnoses of 
unusually numerous basal-cell epitheliomas, ar- 
senical keratoses, and chronic eczema. 


Squamous-Cell Carcinoma of Chin (Skin and 
Mandible) with Nocardia Madurae Infection 


(Mycetoma?). Presented by the Staff of the 
University Hospital. 


A 49-year-old Montana rancher fell off a horse 
five months ago and sustained a lesion on_ his 
chin. The patient was examined at a Montana 
clinic six weeks ago because of the persistence of 
the lesion. A biopsy performed at that time re- 
vealed changes diagnosed as squamous-cell car- 
cinoma. A roentgenogram showed an osteomyelitis 
of the mandible. The patient received irradiation 
to the chin (1400 r over a three-day period) and 
was subsequently referred to the University of 
Minnesota Hospital. He has had no systemic 
symptoms and has not lived outside the state of 
Montana. In 1953 he received an unknown amount 
of irradiation for a cancer on his nose. 

Physical examination reveals a 63 cm. scarred 
patch, with crusting at the superior pole, on the 
right side of the nose and a narrowed sclerotic 
right nasal cavity. A 6X4 cm. indurated tumor, 
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with deep attachment, involves the central man- 
dibular and submental areas. A small central ulcer 
puts forth an intermittent seropurulent discharge. 
There is no other lymphadenopathy or positive 
physical finding. 

Culture of the chin exudate on 
revealed the presence of Nocardia madurae. 

Biopsies performed on the chin revealed changes 
compatible with the diagnosis of squamous-cell 
carcinoma (pseudoepitheliomatosis hyperplasia had 
been considered); while that performed on the 
crusted area on the nose showed changes diag- 
nostic of basal-cell epithelioma. 

Roentgenograms of the mandible demonstrated 
an inflammatory or neoplastic bone irregularity. 


varied media 


A mandibular bone biopsy showed changes diag- 
nostic of squamous-cell carcinoma. 

Mycologic study of the latter area has demon- 
strated no pathogen after five days. 

The patient has received 63 gm. of sulfadiazine 
over a_ two-week period appreciable 
change. He is to be admitted to the surgical serv- 
ice for an involved skin and 
mandible, a suprahyoid dissection, and a_ plastic 
repair. The basal-cell carcinoma of the nose will 
be irradiated at a later date. 


with no 


excision of the 


Discussion 


Dr. CorNeLtus F. LEHMANN, San Antonio, 
Texas: There is a question of treatment in the 
case with multiple epitheliomas and arsenical 
keratoses. I think in most instances, in a case like 
this, that electrosurgery or cautery would be the 
most preferable and most practical. I wouldn’t put 
irradiation as first, because I think that with the 
history of arsenical ingestion one is going to have 
a lot of sclerosis in that skin eventually, which 
means the vascular bed would not be so good. This 
means that following irradiation you’re going to 
have more atrophy, more atrophic scarring, and 
breakdown later if he lives long enough. The case 
of mycetoma with carcinoma is of interest to me. 
I think before definite cancer therapy is given him 
he should be treated, that is, the infection should 
be treated very drastically. He has only had sul- 
fadiazine for a two-week period. He has probably 
had this lesion for a very much longer period of 
time, and the question in my mind is which is of 
the greater moment. Right now, I would say that 
the nocardial infection is the paramount issue. At 
a later date, after, when, and if that inflammatory 
induration doesn’t go down, I think the treatment 
of choice there would be an operation. 

Dr. JouN Lams, Oklahoma City: In regard to 
the case of nocardiosis of the chin, I agree with 
Dr. Lehmann that this looked more like actinomy- 
cosis than it did carcinoma. I have never seen a 
Nocardia infection involved along with a malig- 
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did we ever find Nocardia in 
cervical-facial actinomycosis cases. I thought the 
culture presented looked like a Nocardia. It had 
not yet turned red as we see in Nocardia madurae, 


nancy, nor our 


and it has no musty odor which is usually found 
Since no granules 
have been found in the granuloma, we would even 
suspect an acid-fast type. We have had two cases 
of mycetoma of the feet, in Oklahoma. One was 
an infection with Nocardia asteroides which was 
acid-fast, in a young girl, due to an injury from 
a garden tool. The other case was a long, chronic 
mycetoma due to N. 
fast. Several dermatologists who have been to 
Mexico City state that acne 
conglobata were presented from which Nocardia 
had been isolated. In the therapy of this case I 
would suggest the use of streptomycin over a long 
period of time. We have used it in our case of 
Nocardia madurae and after about three weeks 
the abscesses have stopped draining for the first 
time in several years. The patient received a dose 
of streptomycin of 0.5 gm. twice daily. I would 
like to ask a question about the case of xeroderma 
pigmentosa. I wondered whether the psoralens or 
the antimalarials had ever been tried in these 
cases. We feel that the antimalarials have helped 
some of our severe cases of farmer’s and sailor’s 
skin in Oklahoma. 


in the Streptomyces groups. 


madurae; this was non-acid- 


several cases of 


Dr. Henry MicHerson, Minneapolis: I want 
to make one comment in answer to Dr. Lamb. 
There was a very nice study done on xeroderma 
pigmentosum. I can’t recall the article at the 
moment, but it showed that xeroderma pigmentosum 
lesions could be provoked not only by sun’s rays 
but by x-rays and many other agents. Therefore, 
this disease is a constitutional defect that isn’t 
dependent entirely on light sensitivity. I was ex- 
pecting Dr. Brunsting to say something; we have 
been interested to know whether this disease is 
related to, or in any way could be associated with, 
so-called erythropoietic or congenital porphyria. 
The diseases are similar, but these patients survive 
longer than the congenital porphyria group and 
they do not have the other characteristics. I don’t 
believe that anyone has ever found porphyria in 
xeroderma pigmentosum. 

Dr. Louis BrunstiNnG, Rochester, Minn.: I do 
not know of any case of xeroderma pigmentosum 
in which abnormal porphyrin metabolism has been 
demonstrated. The only resemblance to erythropo- 
ietic porphyria in childhood is in the appearance 
of the skin and the photosensitivity, which are 
unexplained. 

Dr. Frep Mous, Madison, Wis.: At University 
Hospitals at Madison we had an interesting case of 
xeroderma pigmentosum in a boy who, between 
the ages of 3 and 15 years, had nearly 50 basal- 
and squamous-cell carcinomas. Of these, 28 were 


removed chemosurgically and now, at age 25, the 


for 10 years. 
Since no new cancers have appeared during this 
time, the possibility is suggested that, if the pa- 
tients can be carried to a certain age, they may 


patient has been free of cancer 


tend to outgrow the condition. Perhaps this ob- 
servation may be a clue to the causation of the 
disease, and it may stimulate further research on 
the subject. 
made in cases of multiple basal-cell carcinomas. 
from 
various parts of the country at intervals of once 


A similar observation occasionally is 
I have over a dozen patients who come 


or twice a year for removal of a new crop of these 
neoplasms. Over a period of several years we may 
remove as many as 200 cancers from a single pa- 
tient. Finally, however, the tumors appear with 
decelerating frequency, and at 
and fewer are found. 


ach visit fewer 
Hence, the condition is not 
as discouraging as we originally may have thought. 
With regard to the treatment of the patient with 
the multiple lesions on the face, I should use 
the chemosurgical method with the full micro- 
scopic control. However, for multiple superficial 
lesions on the trunk this microscopic control is un- 
necessary. The lesions are simply shaved off very 
superficially and the bleeding is stopped by the 
application of dichloracetic acid. This chemical 
makes the turn that it 
stands out grayish background of 
the cauterized dermis. Thus, with a good magni- 
fying loupe it is possible to see any residual foci 
of cancer. The excision and cauterization is re- 
peated, if necessary, until the area is grossly 
cancer-free. The results with this treatment of 
these relatively benign superficial lesions of the 
trunk have been excellent, but this is the only type 
of malignant neoplasm that we treat without the 
complete microscopic control which may be ob- 
tained with the method. More 
deeply invasive lesions, even though on the trunk, 
require microscopic guidance, as do all lesions on 
the face because of the frequency of unpredictable 
extensions from the main mass of these cancers. 
With regard to the last case of squamous-cell 
carcinoma with an associated Nocardia infection, 
there is a choice either of radical surgical resec- 
tion along with a portion of the mandible or of 
chemosurgical excision. If the latter method were 
used, and if there were not appreciable invasion 
of the bone, it might be possible to preserve the 
continuity of the mandible. The main mass of the 
cancer would be cut surgically, following 
which the chemosurgical excisions would be car- 
ried out till a microscopically cancer-free level 
was reached. The fixative chemical would kill the 
Nocardia organisms as well as the carcinoma 
cells. In the process of removing the carcinoma 
extending along the mandible, a thin layer of bone 
would be killed by the chemical and this layer 


cancer tissue white so 


against the 


chemosurgical 


out 
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would separate in about three weeks.  Car- 
cinomatous invasion of the bone would produce 
pitting and honeycombing which would be visible 
grossly but which could be checked microscopically 
with frozen sections. After separation of the 
layer of fixed bone, a repair of the defect could 
be carried out immediately or it could be delayed 
for a few weeks if desired. The patient with 
basal-cell carcinoma that was showing activity 
after radiation treatment would be a good candi- 
date for chemosurgical treatment. In such a case, 
we would not be at all surprised if there were 
extensions into the radiation scar and for some 
distance into the tissues at the periphery. The 
extent and location of these “silent” outgrowths 
can be determined accurately by the microscopically 
controlled excisions which characterize the chemo- 
surgical method. 

Dr. STEPHEN RoTrHMAN, Chicago: In connec- 
tion with what Dr. Michelson has said it is in- 
teresting to note that Gougerot as early as 1920 
suggested that xeroderma pigmentosum may rep- 
resent hypersensitivity to cosmic rays. However, 
I do not know of a single case in which lesions 
would have appeared on covered parts of the body. 
With sensitivity to hard ionizing radiation, of 
course, it would make little difference whether 
one wears garments or not. In one of my cases 
test irradiations with ultraviolet rays did not show 


decreased erythema threshold but telangiectases 
developed in the irradiated area, a definitely patho- 
logical reaction. Nobody has yet established the 
action spectrum of ultraviolet in xeroderma pig- 
mentosum. With today’s powerful monochromator 
instruments this would not be a difficult task and 


should be done. Xeroderma pigmentosum has 
nothing in common with congenital porphyria, ex- 
cept that both are destructive diseases. Congenital 
porphyria is a Mendelian dominant; xeroderma 
pigmentosum, a Mendelian recessive. Abnormal 
porphyrins never have been shown to occur in 
xeroderma pigmentosum. In this case I was unable 
to find out whether there was consanguinity in the 
parentage. It would be interesting to know. 

Dr. Francis Lyncu, St. Paul: In the case of 
the patient with xeroderma pigmentosum there was 
no familial history of consanguinity. A sister had 
a much severer example of the disease and 
was the subject of some investigative studies on 
my part more than 20 years ago. The patient 
presented today has been an inmate of a state 
institution because of his mental status, and thus 
he has had a minimum of exposure to sunlight 
throughout the years. His cutaneous involvement 
has increased in severity so slowly that we have 
no difficulties dealing with it. The patient with 
multiple basal-cell epitheliomas has strongly ob- 
jected to electrosurgical treatment with local anes- 
thesia but does submit to periodic treatment by 
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electrosurgery for numerous lesions under general 
anesthesia. During the periods between these 
treatments we have treated occasional single le- 
sions with roentgen radiation. In recent years the 
number of new lesions seems to be somewhat less 
than before, whether because of the BAL or be- 
cause of the natural course of the illness cannot 
be determined at this time. In presenting him we 
had in mind the possibility of discussion of 
chelation therapy. 


Kaposi’s Hemorrhagic Sarcoma. Presented by 
Dr. S. E. Swerrzer. 


Kaposi’s Idiopathic Hemorrhagic Sarcoma. Pre- 
sented by the Staff of the University Hospital. 


Discussion 


Dr. Rosert Goitz, Minneapolis: Dr. Sweitzer 
would be particularly interested in any comments 
that might be made about B-irradiation treatment 
for Kaposi’s sarcoma. Has anyone any informa- 
tion on that? 

Dr. ANTHONY CrpoLtLaRo, New York: Both 
cases are quiescent, and in this stage I see no real 
necessity for treatment. Compression bandages 
should be applied if edema develops. If tumors 
or large angiomatous lesions develop, they should 
be treated with x-rays individually. The whole 
leg doesn’t have to be treated. Of all the meth- 
ods of treatment that I’ve used in Kaposi’s sar- 
coma I found that x-rays have been the best. 
There is a time in Kaposi’s sarcoma when the leg 
becomes edematous and ulcerations develop. The 
lesions fail to respond to x-ray therapy. Some of 
the cases from New York have gone up to Boston 
to have the cathode-ray treatment with good 
results. Of course, there isn’t anything perma- 
nent about that type of treatment any more than 
with conventional x-ray therapy. 

Dr. Joun ScuHmMip, Duluth, Minn.: In 1948 a 
patient with severe Kaposi’s sarcoma, namely, ul- 
cerating granulomas and elephantatic edema of the 
hands and feet, was treated with nitrogen mustard. 
The response was most gratifying, in that anti- 
biotics, radiation, and local treatment had reached 
an impasse. 


Disseminated Lupus Erythematosus. Presented 
by the Staff of the Minneapolis Veterans’ Hos- 
pital. 

A 28-year-old white male carpenter was ad- 
mitted for the first time to the Minneapolis Vet- 
erans’ Hospital in February, 1955, with symptoms 
and signs of six months’ duration. T fe condition 
began with erythema of the cheeks in August, 1954. 
Progressive arthralgia of the ankles and knees 
began in October, 1954, and shortly thereafter the 
hands and wrists became involved to an incapacitat- 
ing degree. 
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On admission there was noted erythematous, 
scaling lesions on the malar eminences and atrophy 
on the tips of the fingers. Considerable generalized 
joint pain, muscular weakness and atrophy, and 
a generalized lymphadenopathy were also present. 

Laboratory study revealed a positive L. E. test 
(two-hour clot test and Haserick test). At that 
time a sister, age 22, who had had rheumatoid 
arthritis for two years also had a positive L. E. 
test. Other abnormal laboratory findings included 
trace of albuminuria, WBC 3700, ESR 60 mm. 
in an hour; VDRL test was positive undiluted only, 
and there was a negative Wasserman test. 

Review of an old chart compiled in 1950, when 
the patient was hospitalized for a_ tonsillectomy, 
revealed a doubtful Kahn test, negative Wasser- 
mann test, WBC of 8150, and a total protein 
of 7.8 gm. % with albumin 4.2 and globulin 3.6 
gm. %. 

Since the original admission the patient has been 
treated intermittently with cortisone up to 200 
mg. per day and Meticorten up to 90 mg. per day. 
Treatment with steroids had to be interrupted on 
two occasions because of psychotic episodes. These 
were apparently caused by the steroids rather than 
the lupus erythematosus and responded satisfactorily 
to the interruption of steroid therapy. He has had 
pneumonia seven three times while on 
steroids. Two of these bouts responded to anti- 
biotics, while one responded to antibiotics with 
hydrocortisone. Pneumonia occurred twice while 
he was receiving steroids alone; one bout respond- 
ing to an increase of steroids and the other to an 
increase of steroids with penicillin and 
Chloromycetin. 


times, 


along 


At present the patient is receiving penicillin, 
Meticorten (5 mg. per day), 
(500 mg. per day). 


and_ chloroquine 


Lupus Erythematosus, Subacute. Presented by 
Dr. Henry E. MICHELSON and Dr. SHELDON L. 
MANDEL. 


A 38-year-old man noted rough, scaly areas on 
the forehead and redness and flushing of the face, 
associated with fever, weakness, and easy fatigabil- 
ity in 1953. Muscle soreness and weakness, particu- 
larly in the arms and shoulders, and a decrease in 
manual dexterity coincided and produced a clinical 
picture similar to dermatomyositis. The condition 
has continued with exacerbations and incomplete 
remissions. 

Some improvement followed the use of anti- 
malarial compounds. 

Violaceous, edematous, telangiectatic papules and 
disks without scaling are apparent on the face, 
neck, and over the knuckles. The muscles of the 
arms and shoulders are sensitive to touch but are 


not atrophic. 
Studies revealed hemoglobin concentration of 
13 gm. %, white blood cell count of 6000, with 


elevation of temperature to 99.2 to 99.8 F, especially 
after minimal exertion, and transient albuminuria. 
The L. E. clot test was negative. 

The biopsy was acceptable for the diagnosis of 
lupus erythematosus. 


Lupus Erythematosus in Extenso with Exacer- 
bations. Presented by Dr. Henry E. MIcHet- 
son and Dr. SHELDON L. MANDEL. 

A 29-year-old woman developed an eruption on 
the cheeks and face during her third pregnancy, 
in 1953. The cutaneous condition subsided after 
parturition but reappeared the following spring 
after exposure to sunlight. The eruption then in- 
volved larger areas on the exposed portions of the 
upper chest and the dorsae of the hands and 
arms. Persistent fever (99.4 to 100.0 F), easy 
fatigability, anemia, intermittent oppressive chest 
pain, weight and susceptibility to upper 
respiratory infections were associated. The cuta- 
neous lesions were extensive psoriasiform plaques 
which were often eroded, oozing, bloody, crusted, 
and at times pustular. Healed portions 
atrophic and depigmented. The axillary 
nodes and the spleen were enlarged. 

Laboratory studies consistently showed anemia, 
hemoglobin 10 gm., white blood cell count 6000, 
sedimentation rate 40-50 mm. in an hour, and 
albumin-globulin ratio of 3.3 to 3.6 gm. %. 

A biopsy specimen is presented. 

In 1953, following the administration of Atabrine, 
the skin lesions healed and the patient’s general 
health improved. One year later verrucous ulcerated 
areas on the arms persisted, despite antibiotic 
therapy, but improved following the administration 
of chloroquine. 


loss, 


were 
lymph 


The drug was discontinued when 
she developed pigmented scalp hairs. She has been 
able to continue her household duties only with 
difficulty because of fatigue, weakness, frequent 
respiratory infections, and renewed activity of the 
painful cutaneous lesions. An exacerbation of the 
disease occurred in December, 1956, when she was 
in the first her fourth pregnancy. 
She received antimalarial therapy for brief periods 
and felt subjectively improved but continued to 
have active lesions on the face and forearms. A 
viable infant was born prematurely in April, 1957. 
Although there have been periods of relative im- 
provement, this patient has been significantly handi- 
capped and incapacitated since the onset of her 
illness. 


trimester of 


Discussion 


Dr. Louts Brunstinc, Rochester, Minn.: I am 
much impressed by the group of patients with forms 
of lupus erythematosus and dermatomyositis. Many 
times the diagnosis cannot be established without 
prolonged observation. Sometimes the question of 
rheumatoid arthritis comes into the picture. Re- 
cently rheumatologists have called attention to the 
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finding of a positive L. E. test in cases of 
rheumatoid arthritis of long standing, especially 
in those in which the patient has been long-treated 
with steroids. I am more or less of the opinion 
that these may represent cases of lupus erythem- 
atosus after all. This situation is exemplified in 
one of the cases presented here, in which a close 
relative, a sister with presumably rheumatoid 
arthritis, was found to have a positive L. E. test. 
I would like to emphasize again that the manage- 
ment of these cases represents an individual 
problem and that the use of steroids is not the 
beginning and end of the treatment. In systemic 
lupus erythematosus, it is important, above all, to 
realize that the patient is brittle and that every 
effort should be made to conserve his natural 
resources and, furthermore, that the disease may 
be expected to manifest unexpected relapses in the 
face of intercurrent infection or excessive activity. 
Finally, as it appears here, it is impossible to make 
an estimate of prognosis or of the severity of the 
disease on the basis of the signs on the surface. 
Dr. STEPHEN ROTHMAN, Chicago: In the case 
of acute severe erythematosus and also in the 
case of lupus erythematosus in extenso, there is 
an interesting combination of the more stable 
chronic type of lesions with dissemination and 
systemic manifestations of lupus erythematodes. 
Dr. I. FisHer, Minneapolis: In the case of dis- 
seminated lupus erythematosus in the 28-year-old 
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man, an interesting suggestion has been made 
concerning this patient. Within a relatively short 
period of time this man has had pneumonia on a 
number of occasions. He has had pneumonia twice 
in the past six months, had pneumonia in 1956, and 
had pneumonia on about four occasions in 1955. 
In spite of the fact that the patient does have an 
elevated globulin level, it was suggested that per- 
haps this globulin is sufficiently abnormal so that 
no immune bodies are produced by the patient. 
With that in mind, an attempted challenge by way 
of typhoid vaccine was suggested. The patient 


has been immunized twice with typhoid and 


paratyphoid in order to determine whether or not 
his blood titer does come up with such a challenge. 


Lichen Sclerosus et Atrophicus of the Mouth. Presented by 
by Dr. Harotp G. Ravits. This case was reported in the 
A. M. A. Arcu. Dermat., July, 1957. 

Lichen Sclerosus et Atrophicas with Hemorrhagic Bullae. 
Presented by Dr. Henry E. 


SuHetpon L. MANDEL. 


MIcHELSON and Dr. 

Mycosis Fungoides. Presented by the Dermatology Depart- 
ment of the Duluth Clinic. 

Mycosis Fungoides, Presented by the Minneapolis Veterans’ 
Hospital. 

Dermatomyositis. 


Dermatomyositis (Periarteritis Nodosa?). Presented by Dr. 
Irvine M. Karon. 


Presented by Dr. Irvine M. Karon. 


Sarcoidosis, Presented by the Staff of the University 


Hospital. 


Abstracts from Current Literature 


CLINICAL AND PATHOLOGIC FINDINGS IN THE SKIN IN ANAPHYLACTOID PURPURA (ALLERGIC 
Ancutis). R. K. WINKLEMANN, Proc. Staff Meet. Mayo Clin. 33:277-288 (May 28) 1958. 
Hemorrhage is the basic and typical part of this syndrome. It is usually accompanied by an 

acute toxic onset. Histopathologically, there is acute necrotic involvement of vessel walls. In- 

volvement of any system can occur. Often there are symetrical cutaneous lesions which are 
variable and include macular, papular, urticarial, or vesicular types. To illustrate the varied 
picture of the condition, five interesting cases are presented. Many are cases of dermatitis 


medicamentosa. Steroid therapy often is needed. 


Nortns, Chicago. 


EXPERIMENTAL PRODUCTION OF THE ACANTHOLYTIC PHENOMENON WITH AMMONIUM HybRATE. 
A. Tosti, Ann. ital. dermat. sif. 12 :28-34 (Jan.-Feb.) 1957. 
A marked acantholysis is caused by the application on the skin of a mild solution of am- 
monium hydroxide. The method may be useful for cytologic study of smears of normal and 


pathologic epidermis. 
RoncHeEsE, Providence, R. I. 


THE 17-KetTOSTEROIDS IN PATIENTS TREATED WITH SoptuM HyposuLpHite. A. GRANA and A. 
Lonco, Ann. ital. dermat. e sif. 12:16-27 (Jan.-Feb.) 1957. 
In atopic dermatitis and psoriasis, patients with low 17-ketosteroid values show a constant 
increase with the administration of sodium hyposulphite. In patients with high 17-ketosteroid 
values, a constant decrease was noted with the administration of the drug. No variations were 


noted in erythroderma and in leg ulcers. 
RoncHEsE, Providence, R. I. 


ACETYLATION IN Psortasis. I. Craccto and R. Pocny-Rrano, Ann. ital. dermat. e sif. 12:3-15 
(Jan.-Feb.) 1957. 

In psoriatics there is a significant decrease in the acetylation rhythm, related to a decreased 

action of a coenzyme in the liver and in the skin, in close connection with an abnormal phosphorus 


metabolism. 
RoncHESE, Providence, R. I. 


CONTRIBUTION TO THERAPY AND PATHOGENESIS OF ABT-LETTERER-SIWE Drsease. I. LANGER and 

G. LEoNHARDI, Arch. klin. u. exper. Dermat. 207 :141-155, 1958. 

The authors describe a case of Abt-Letterer-Siwe disease in a 114-year-old child observed 
over a period of four years. The following clinical symptoms were found: hepatomegaly, 
lymphadenopathy, diabetes insipidus, dwarfism, hemorrhagic skin lesions, secondary anemia, and 
remittent fever. Histologic examination of a papule was interpreted as a later stage of ALS 
disease. Cortisone therapy combined with antibiotics given for two years kept the child alive. 
No complications developed during these two years. Subsequently, corticotropin, (ACTH) 
was administered for about six months. The child has been without treatment for one and one- 
half years, has developed satisfactorily, and only shows residual symptoms. The authors suppose 
that ALS disease is of endocrine origin. Possibly a quantitative and qualitative disturbance 
of the production of the adrenal cortex hormone exists, owing to dysfunction of the pituitary 
gland. Insufficiency of the adrenal cortex could cause reticular hypoplasia, which is checked 
by cortisone. The adrenal cortex recuperates, owing to ACTH therapy. After cessation of 
treatment, the pituitary gland again takes over the regulation of the disturbed metabolism. 
HoLLANDER, Springfield, Mass. 


EXTRARENAL “LOHLEIN FocaL NEPHRITIS” OF THE SKIN IN ENpocarpitis. H. A. Gorrron and 

W. Nrixko.owskI, Arch. klin. u. exper. Dermat. 207 :156-176, 1958. 

In a 52-year-old woman with endocarditis lenta symmetrical erythematous, purpuric, and 
necrotic lesions of both cheeks, ears, and the extensor aspect of both upper arms developed. 
Histologically thrombotic and not embolic changes were found. The authors feel that their 
findings will help to clarify the pathogenesis of the so-called embolic focal nephritis of Lohlein. 
HOLLANDER, Springfield, Mass. 
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Deposits oF HOMOGENEOUS SUBSTANCES (AMYLOIDOSIS, CALCINOSIS) IN OsLEr’s DISEASE. 
H. A. Gorrron and G. W. Kortine, Arch. klin. u. exper. Dermat. 207 :177-201, 1958. 
One case of Osler’s disease with amyloidosis and two cases with calcinosis are described. 
PAS-positive tissue material was found in both amyloidosis and calcinosis. 
HOLLANDER, Springfield, Mass. 


PROBLEMS AND RESULTS OF X-RAy Stupy OF THE SKIN AND ITs Diseases: Part. I. MetHop 
AND REsuLts IN NorMAL Skin. G. LEMKE, Arch. klin. u. exper. Dermat. 207 :99-140, 1958. 


A historic review of x-ray studies of soft parts without contrast media is presented. The 
authors give details of physicotechnical and biologic principles of the diagnosis of soft parts. 
Serial examinations were done on 200 persons of both sexes and all age groups. Various skin 
areas of the body were examined with a Siemens soft-ray therapy apparatus (Dermopan) at 
10, 17, 20, 29, and 50 ky. A small, band-like shadow of 1 to 2 mm. width can be recognized 
regularly as the lateral border of the subcutis (“cutis line”). Differentiation of the cutis line for 
recognition of epidermis and cutis cannot yet be made. As far as the appendages of the skin 
are concerned, demonstration of nail and mammilla is possible, whereas, the individual hair, 
sebaceous, and sweat glands cannot be visualized. Demonstration of thick hair tufts is possible. 
Blood vessels and nerves within the cutis cannot yet be recognized without contrast media. 
The subcutaneous fatty tissue is sharply separated from the cutis line; it represents a physiologic 
contrast medium. There are two different elements recognizable in the subcutis. The first is a 
fine reticular net originating from the cutis line, resembling parallel palisades, then developing 
into coarse trabecles, and finally showing in the depth longitudinal fascia-like formations. The 
second element resembles the branches of a tree; it is broader and denser and represents blood 
vessels. Arteries and veins cannot be differentiated. Peripheral nerves in the subcutis have not 
been demonstrated so far with certainty. It is possible that they were previously evaluated as 
blood vessels. The subcutaneous muscle fascia is a very thin but distinct line, often demonstrable. 
Its recognition in severe edema of the subcutis is not possible. Muscle adjacent to the subcutis 
appears as a homogenous shadow. The x-ray picture of the skin does not allow any conclusions 
concerning sex, age, and topography. The only exception is senile atrophy of the skin. 
HoLiANDER, Springfield, Mass. 


ALOPECIA FOLLOWING TREATMENT WITH DeExTRAN SULPHATE AND OTHER ANTICOAGULANT 
Drucs. G. R. TupHopr, H. Cowen, and R. W. MEIKLe, Brit. M. J. 1:1034 (May 3) 1958. 
Alopecia occurred in 8 out of 15 patients treated with the anticoagulant drug dextran sulfate 
when the total dose was 90,000 or more units. The period of dextran sulfate therapy was less 
than one month in each case. Complete scalp alopecia occurred, and in several patients there 
was also pubic, axillary, and facial hair loss. The loss occurred between one and two months 
after treatment was discontinued. In each case there was a regrowth of hair. Transversely 
ridged nails were noted in three patients. 
Norns, Chicago. 


THE ReNAL LESION IN ANGIOKERATOMA Corporis DirrusuM. J. R. Cottey, D. L. MILLER, 
M. S. R. Hurt, H. J. WaAttace, and H. E. pe Worstener, Brit. Med. J. 1:1266 (May 31) 
1958. 

Two men in the same family suffered from angiokeratoma. Renal biopsies were performed 
on both men, and a characteristic vacuolation and distention of the cells of the glomerular tufts 
and distal tubules was found in each. The ability to concentrate urine was impaired in both. 
Identical lesions were found on reexamination of a kidney removed at autopsy from a female 
relative of these patients; she was the mother of one and the aunt of the other. 

Norins, Chicago. 

STREPTOMYCIN DeRMATITIS IN Nurses. H. Witson, Brit. M. J. 1:1378-1382 (June 14) 1958. 

Eighteen cases of dermatitis in nurses handling streptomycin were reported. There was an 
incidence of one case of dermatitis per 4000 injections. When the precautions of wearing gloves 
and masks during injections were carried out, the incidence was greatly reduced. There were 
positive patch tests in the reported cases. Six of the nurses were desensitized starting with 
doses of 2ug. and increasing with daily injections to 1 gm. of the streptomycin. All six were 
desensitized with a relapse in two of the cases after one year. After desensitization patch testing 
was negative and the nurses were able to handle the material. In each case there were reactions 
during the desensitization procedure. 

Norins, Chicago. 
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Statistics OF DeRMATOSES DurING 1946-1956. R. CAVALIERI et al., Cronache dell’I. D. 1. 12 :205- 

255 (Nov.-Dec.) 1957. 

The incidence of dermatoses in the Istituto Dermopatico dell’Immacolata in Rome in the 
decade 1946-1956 is tabulated. A sharp increase has been noted in alopecia areata, psoriasis, 
and varicose ulcers. A decrease in scabies, lupus vulgaris, trichophytosis of the scalp, and 
herpes simplex is evident. 

RoncHESE, Providence, R. I. 


TRICHOTILLOMANIA, R. Cavatiert and G. C. Soavr, Cronache dell’I. D. I. 2:86-93 (April) 1956. 
This is a report on a case of trichotillomania in a 17-year-old girl feeling pleasure in certain 
areas (inversion of sense of pain) and pain in others. It started after watching haircutting 
in nuns and appealed to the patient as a renunciation of femininity to fight her developing 
sexuality. The pleasurable pulling of the hair substituted for the erotic pleasure. She was 
successfully treated by psychotherapy, and the procedure is described at length. 
RoncHeEsE, Providence, R. I. 


Curonic Discom Lupus EryTHEMATOSUS TREATED WITH INTRADERMAL CHLOROQUINE. A. 
LronI, Dermatologia 8 :33-34 (Feb.) 1957. 

In six cases the clinical cure was complete, in three partial, and in three there was no result. 
Lesions injected with distilled water and untreated lesions located far from the treated ones 
improved considerably. 

RoncHESE, Providence, R. I. 


PorpHyriA CuTANEA TarDA, G. C. Fuca, Dermatologia 8:197 (July) ; 8:231 and 233 (Oct.) 

1957. 

In six cases of porphyria cutanea tarda the chromic diffusion with physiologic solution, 
hyaluronidase, and hydrocortisone showed no variations from normal subjects. The ungual 
capillaries were found larger than normal and increased in number. Petechiae formed on pressure 
applied with Riva-Rocci sphygmomanometer. 

RoncHEsE, Providence, R. I. 


DirFusE ALopecIA IN WoMEN. M. SANNINO and D. MontTeMurRI, Dermatologia 8 :193-197 
(July) 1957. 

An increase in the incidence of diffuse alopecia in women was noted in recent years. In 45 
cases, among the 95 investigated, exaggerated reflexes, anxiety, tension, and psychic conflicts 
were found. The disorder could be a consequence of the present-day rhythm of life. 

RoNCHESE, Providence, R. I. 


SesuM Test AFTER RoENTGENOTHERAPY. A. R. Corano, Dermatologia 8:200-206 (July) 1957. 
The osmic acid sebum test showed a gradual diminution of the chromatic intensity from 
the first to the seventh day of observation, either with one massive dose or with several frac- 
tional ones. 
RoncHESE, Providence, R. I. 


EostnopHILE GRANULOMA OF VULVA AND BoNE AND Diapetes [Nsrprpus. A. Risurro, Der- 
matologia 8:165-174 (June) 1957. 


A discussion on the possible relationship between eosinophilic granuloma of the skin and 


eosinophilic granuloma of the bone. 
RoncHESE, Providence, R. I. 


Tue Histotocy or Contract Dermatitis. L. Bustnco, W. GRANELLI, A. GAFFI, and G. CEN- 
TANNI, Folia allergologica 4:479-485 (Nov.-Dec.) 1957; Internat. Arch. Allergy 2:44-60, 
1957. 

The main changes are in the capillaries, showing increased permeability, serum imbibition, and 
edema of surrounding tissue. The capillaries may also show an increase in peripheral histiocytes. 
RoncHEsE, Providence, R. I. 


PorPHYRIURIA AND DiureSIS IN CONGENITAL PorpHyriaA. F. Gior. ital. 
dermat. e sif. 98 :601-610 (Nov.-Dec.) 1957. 


A case of congenital porphyria was studied for 75 days during which the patient had five 
periods of aggravation of symptoms. During these periods the porphyrinuria increased and the 


791 


i 
Wee 
i 
i 
2 


A. M. A. ARCHIVES OF DERMATOLOGY 


diuresis decreased, then returned to normal. The variations are attributed to porphyrin me- 
tabolism and not to the function of the kidneys. 
RoNncHESE, Providence, R. I. 


THE DistrRIBUTION OF ALKALINE PHOSPHATASE IN THE SKIN. G. Farris, Gior. ital. dermat. 
e sif. 98:612-634 (Nov.-Dec.) 1957. 
Enzymatic localizations of alkaline phosphatase, demonstrated with the Gomori method in 
man and in guinea pigs, are discussed. The paper is profusely illustrated. 
RoNCHESE, Providence, R. I. 


MELANINOGENESIS AND Its RELATIONS WITH ANALOGOUS BIOCHEMICAL Processes. S. SACCHI, 
Gior. ital. dermat. e sif. 98 :635-653 (Nov.-Dec.) 1957. 
A discussion about the probability of comparison between melaninogenesis, enteraminogenesis, 
adrenalinogenesis, and quinonic tanning and the possible multiple origin of melanin. 
RoNCcHESE, Providence, R. I. 


SUCCINODEHYDROGENASIS OF THE SKIN. M. BiNnAzz1, Gior. ital. dermat. e sif. 98:509-525 (Sept.- 
Oct.) 1957. 

The study was done on skin of various areas, in various ages, in sun-damaged skin, in 
diabetes, and in many other miscellaneous dermatoses. Higher succinodehydrogenasis activity 
was found in conditions of intense metabolic activity. It was found to be reduced in pemphigus 
and particularly high in dermatitis herpetiformis. 

RONCHESE, Providence, R. I. 


CONGENITAL EcropERMAL DyspLasiA. L. Datovo and L. Levt, Gior. ital. dermat. e sif. 98 :526- 
535 (Sept.-Oct.) 1957. 
A case of anhydrosis from obliteration of ducts and pores while the glands were present and 
functioning is presented. 
RoNCHESE, Providence, R. I. 


Tue Errect oF TopicAL APPLICATIONS OF COLCHICINE ON NorMAL SKIN. S. D. RANDAzzO, 
Minerva dermat. 32 :305-311 (Aug.) 1957. 

The use of N-desacetylmethylcolchicine in epithelioma, precancerous dermatoses, and leg 
ulcers has been previously investigated (Dermatologia, p. 167, 1955; pp. 33, 138, 297, 1956). In 
this study colchicine was applied on normal skin in 22 patients affected by various dermatoses. 
The effect is similar to the one obtained by carbon dioxide snow and by ultraviolet rays. The 
chemical causes a conspicuous dermoepidermic separation. 

RONCHESE, Providence, R. I. 


THE SECRETION OF SEBUM DurING AND AFTER PREGNANCY. M. Depaowt, Minerva dermat. 
32 :89-93 (March) 1957. 
The osmic acid test was done in 15 women toward the end of pregnancy and a few days 
after pregnancy. The quantity of sebum was higher during pregnancy. 
RoncHEsE, Providence, R. I. 


THe Errect oF VITAMIN C ON THE CoLor OF GRAFTED SKIN. 
Minerva dermat. 32 :457-459 (Dec.) 1957. 
High doses of vitamin C intravenously inhibit the tyrosine-tyrosinase-melanin reaction, with 
consequent hypopigmentation of the grafted skin. 


M. Visettrt and F. FERReERo, 


RoNCHESE, Providence, R. I. 
ELECTROENCEPHALOGRAPHY AND ELECTRODERMATOGRAPHY IN Psoriasis. A. and C. SABa- 
TINI, Minerva dermat. 32:101-105 (April) 1957. 


In 15 psoriatics the bioelectrical variations from the normal appeared in part similar to those 
found in psychoneurosis and anxiety. 
RoNcHESE, Providence, R. I. 


REAcTION TO PorAsstuM IopINE IN NoRMAL SuBJECTS, IN DERMATITIS HERPETIFORMIS, AND IN 
Pempuicus. V. MusuMect, Minerva dermat. 32:119-124 (April) 1957. 


Potassium iodide was given in large doses internally and applied topically. The dermo- 
epidermic separation was conspicuous and was obtained with low concentrations in pemphigus 
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and dermatitis herpetiformis. The same low concentrations produced no dermoepidermal changes 
in normal skin. 
RoncHESE, Providence, R. I. 


PHYSIOPATHOLOGY OF VESICLES AND BuLtar. V. Musumeci, Minerva dermat. 32 :270-277 
(July) 1957; 32 :395-400 and 400-405 (Nov.) 1957; 33:44-48 (Feb.) 1958. 

Human skin, immediately after excision, was treated with cisteine, cistine, glutatione, and 
thioglycolic acid. 

Trypsin, papain, and lipase were injected in normal subjects and into skin immediately after 
its excision. In the excised skin the effect was much more severe, the epidermis often becoming 
necrotic. No trace of the enzymes was found in the fluid of the bullae. 

In normal subjects and in cases of pemphigus and of dermatitis herpetiformis Musumeci 
injected diastase, saliva, and hyaluronidase. No effects were noted in normal and in diseased 
skin. Dermoepidermic separation and disappearance of the mucopolysaccharide component of the 
basal layer was noted in the excised skin. 

RoncHESE, Providence, R. I. 


PALMO-PLANTAR KERATODERMIA. G. MontiLit, M. Pisanr, and C. Serra, Minerva dermat. 
32 :33-49 (Feb.) 1958. 
In four cases variations of the electrolytic balance was found, with a lowered K/Ca ratio. 
In one case the encephalogram revealed signs of involvement of the temporocentral basal struc- 
tures. In three cases signs were found of localized or diffused immaturity and of electrical 
lability after photostimulation. Changes of the myogenous type were found in all four cases on 
electromyographical examination. 
RoNcHESE, Providence, R. I. 


THE ALKALINE PHOSPHATASE AFTER ROENTGEN Exposure. G. Farris and L. Ortva, Minerva 

dermat. 32 :365-378 (Oct.) 1957. 

Human and guinea pig skin was exposed to doses varying from 500 to 10,000 r. The skin, ex- 
amined with the Gomori method, revealed more positivity in guinea pigs below the basal layer. 
In human skin no difference was found in the epidermis but marked increase was found in the 
dermis. 

RoncHESsE, Providence, R. I. 


STIMULATION OF THE DIENCEPHALON-PITUITARY REGION IN MALIGNANT ALOPECIA AREATA. A. 
MipaAna and R. Leone, Minerva dermat. 32 :355-360 (Oct.) 1957. 
The stimulation was done by x-rays and by administration of soluble lipid diencephalic ex- 
tract. More rapid effect was obtained with the diencephalic extract. 
: RoncHEsE, Providence, R. I. 


Bowen’s Disease. F. ORMEA and P. Ressa, Minerva dermat. 32:311-315 (Aug.) 1957. 
This is a case of squamous-cell epithelioma of the glans penis, showing, as an unusual 

feature, sinuses filled with whitish material containing cancer cells. 

RoncuHEse, Providence, R. I. 


DERMATO-FIBROMA OF DARIER AND FERRAND. G. MARSON, Minerva dermat. 32:49-56 ( Feb.) 
1957. 

A report of three cases is presented. The author is against the term fibrosarcoma because 
the disorder is clinically and histologically different from the various kinds of sarcoma. He 
considers it as a peculiar fibroma. 

RoncHesE, Providence, R. I. 


Books 


Compendio di sessuologia. By G. Santori. Price, Lire 3000. Pp. 440, with 19 illustrations. 
Orizzonte Medico, Via della Conciliazione 4 D, Rome, 1958. 
Sexology, venereology, syphilology, and dermatology are closely related subjects in 
European curricula. Santori, a distinguished dermatologist of Rome, gives in this handbook 
a clear and exhaustive view of what is known today on sexology. 


Tratamento da cromoblastomicose pelo calciferol. By Clovis Bopp, M.D. Price, not given. 
Pp. 178, with 117 illustrations. Livraria de Globo, Of. Graf. da Livraria do Globo, 
Porto Alegre, Brazil. 

Chromoblastomycosis, a common deep mycosis in Latin America, is notoriously resistant 
to therapy. In this monograph the author presents his experiences in the treatment of 
chromoblastomycosis with calciferol. 

He acknowledges that calciferol has been previously recommended in the treatment of 
chromoblastomycosis by Castro Palomino and Armenteros in Cuba, Latapi in Mexico, and 
Bonilla in Costa Rica. His series of 20 carefully studied cases is the largest one reported, 
and allows comparison of the effects of the medication administered on different schedules. 
First, 600 units of calciferol were given daily. The lesions improved in four to six weeks, 
but signs. of toxicity developed. Later, the medication was administered every second day; 
the most’ satisfactory résults were obtained with weekly doses of calciferol, with a total of 
15 to 25 doses. In all three schedules, the patients received 1 to 3 gm. of potassium or 
sodium iodide and routine local treatment (compresses, Unna’s boot, etc.). The average time 
for cure varied between three and six months. Often cases that were apparently clinically 
cured presented tuberculoid structures containing fungus which represented an eventual 
focus of relapse. 

The author concludes that calciferol associated with iodides and occlusive dressings 
represents the most effective, rapid, and consistent treatment of chromoblastomycosis. 

This well-written monograph is excellently illustrated with many clinical and _histo- 
pathological photographs. It has a complete bibliography and a summary in English. It is 
recommended to all those interested in tropical dermatology and mycology. 


Blastomicose Sul-Americana. Estudo das lesaoes dentarias e paradentarias sob o ponto de 
vista clinico e histopatolégico. By José Bonifacio Fonseca. Price, not given. Pp. 182, 
with 20 plates. Politipo Ltda., Rua Asdrubal do Nascimento 114, Sao Paulo, 1957. 

This monograph presents a complete study on the dental and periodontal changes caused 
by Paracoccidiodes brasiliensis. After a brief review of the previous knowledge on the 
subject, the author adds many valuable original contributions through a methodical in- 
vestigation of 25 cases. Each case was carefully studied clinically, radiologically, and 
histologically, utilizing the most modern laboratory techniques. The author stresses the role 
of the oral lesions as initial symptoms of South American blastomycosis, as this occurred in 

18 out of 25 cases. He discusses the possible mechanism of introduction of P. brasilienses 

through certain habits of rural workers, like picking their teeth with twigs, chewing stalks 

and leaves, etc. Periodontal symptoms simulating “pyorrhea,” pain and dental mobility are 


common. The topographic distribution and their tendency toward localization or dissemina- 
tion of the disease was carefully evaluated. Besides the gum, the more frequently affected 
regions were the lips, palate, floor of the mouth, and the tongue. 


The radiological findings more often observed were generalized, alveolar bone reab- 
sorption of the horizontal type, sometimes coexisting with vertical reabsorption. The author 
stresses the fact that in many cases, clinically and radiologically suggestive of simple 
periodontitis, P. brasiliensis was found in histological examination. 

This monograph clearly demonstrates that a great deal rnay be gained by careful in- 
vestigation, clinical, radiological, and histological, of the teeth and periodontal tissue. It 
emphasizes the importance of a close cooperation between the dermatologist and the dentist 
in the study of South American blastomycosis. 
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BOOKS 


Excellent illustrations of the clinical, radiological, and histological aspects of each case 
the excellent investigations recently published in Latin America. It is recommended to all 
are presented. There is an extensive bibliography. This monograph is another example. of 
dermatologists and dentists interested in tropical diseases. 


Year Book of Dermatology and Syphilology (1957-1958 Year Book Series). By Rudolf L. 
Baer, M.D., and Victor H. Witten, M.D. Price, $8.00. Pp. 492. The Year Book Publishers, 
Inc., 200 E. Illinois St., Chicago 11, 1958. 

The featured subject in this edition concludes the discussion begun in last year’s edition of 
allergic eczematous contact dermatitis, and considers test procedures, prophylaxis, and treatment, 
including treatment with corticosteroids and corticotropin (ACTH). Included also are sug- 
gestions for the making of a routine screening tray and a long list of materials with 
concentrations and vehicles to be used in patch-testing. The remainder of the book adheres to 
the format of previous editions—careful selection of articles for abstracting with pertinent, 
crisp editorial comments. The division of material is practical, with sections devoted to treatment 
of various kinds, eczematous and drug eruptions, cancers, infections, miscellaneous dermatoses, 
and a section of 75 pages devoted to other investigative studies dealing chiefly with fundamentals 
ot pathophysiology, biochemistry, pathology, pharmacology, etc. 

Baer and Witten have again placed us in their debt with this edition of the Year Book. 
Because of their industry, it is possible for the rest of us to continue to benefit from a 
valuable postgraduate course in a most leisurely and pleasant manner. There will be many 
occasions when the dermatologist will be glad to have this book at hand. 


Clinical Enzymology. Edited by Gustav J. Martin, Sc.D. Price, $6.00. Pp. 241. Little, 

Brown & Company, 34 Beacon St., Boston 6, 1958. ; 

This volume heralds the approach of a new type of medicinal chemistry—one that in the 
future will “startle the world of classical biology.” All phases of clinical enzymology are 
given consideration in this book; chemistry, biochemistry, much clinical data, laboratory 
diagnostics, therapeutic effects and even a look into the future with regard to the parenteral 
use of enzymes in disease. Topical use is not reviewed. 

The idea of “biological relativity” is developed in a manner which is similar to Einstein’s 
theory of relativity in the field of physics. According to this, no enzyme has only one 
function, its functions depend rather on its environment and are relative to the substrate 
that presents itself. No ion or molecule can be added to a biological system without modify- 
ing the behavior of every component of the system. Then follow chapters on the biochemistry 
of enzymes, the parenteral use of enzymes in various diseases, especially where extravascular 
fluid accumulation is associated with stasis, thrombophlebitis, ulcers, cellulitis, trauma, 
refractory wounds, etc. Enzymes as diagnostic aids are then considered as for instance, 
serum amplase in pancreatic disease, lysozyme determinations in peptic ulcer, hyaluronidase 
as a spreading factor test in rheumatic fever, increased uropepsinogen in urine in peptic 
ulcer and carcinoma of the stomach, acid and alkaline phosphatase determination in various 
diseases, etc. Much in the book is highly theoretical, some of it esoteric, but withal, it is 
an important contribution in that there are extensive references to pertinent literature, 
consideration is given to views that oppose those of the authors, that which is known is 
reviewed, that which is hoped for is delineated. It affords, in one volume, a view of what 
is going on in the field. 


Dermatological and Serological Aspects of Allergy: Transactions of the Collegium Inter- 
nationale Allergologicum; Third Symposium in London, March 25, 1957. Edited by 

R. R. A. Coombs, D. Harley, and P. Kallos. Price, not given. Pp. 236. S. Karger 

A. G., Arnold Bocklinstrasse 25, Basel, 1958. 

This volume contains several interestingly written papers. R. L. Mayer, the allergist, 
and Werner Jadassohn debate the old question of contact dermatitis versus atopic dermatitis. 
Mayer, representing the unitarian school, considers them to be immunologically the same; 
“whether an allergenic agent produces contact or atopic dermatitis depends upon endogenous 
or exogenous factors.” Jadassohn, of the dualist school, states, “the differences between 
atopic dermatitis and contact eczema are great,” pointing to the generally recognized 
differences in passive transfer, hereditary tendencies, skin-test reactions, clinical pictures, 
response to treatment, etc. Incidentally, the two authors consider both conditions to be 
of allergic origin. 
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A, M. A. ARCHIVES OF DERMATOLOGY 


The gel-precipitation method as a tool in allergy is discussed by several authors. In a 
discussion of nickel sensitivity in women, Calnan points out several separate clinical mani- 
festations of the condition: the primary lesion in the area of contact; secondary lesions 
of the sensitization type occurring in specific symmetrical areas as the cubitals, eyelids, sides 
of the neck, and inner thighs, and, thirdly, patches of associated nonrelated dermatitis on 
other areas. Keratin has a strong affinity for nickel. 

This 235-page collection of papers is well worth reading. All but one of the contributors 
are European, and all but two of the articles are in English. The two French articles have 
English summaries. 


Living with Your Allergy. By Samuel M. Feinberg, M.D. Samuel M. Feinberg, M.D. 
Price, $1.25. Pp. 190. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia, 1958. 
It seems that there are about 17,000,000 persons in the United States who have “allergic 

ailments,” and the proportion of these who understand their ailment is small. The author, an 


authority in allergy, has written this pocket-sized paper-back in simple language and informa- 
tively so that the victim may better understand allergy and learn to live with his ailment. The 
case-example, first-name-familiarity approach is used effectively ; the information dispensed is, 
on the whole, rather sketchy, but it is probably adequate to alert the type of person who would 
neglect his ailments. The chapter headings, designed to attract attention, as for instance, “It’s 
an Ill Wind,” are effective, but the one covering drug eruptions might have been titled better 
than “Doctor-Made Allergies.” By and large, however, the material is presented adequately 


and it is easy to read. 


| 
4 
3 
796 
| 
q 


NEW PRODUCT 


FOR EASY 

AND PAINLESS 
REMOVAL OF 
EARWA 


WITHOUT 
INSTRUMENTATION 


erumenex 


(CONTAINS CERAPON* 10.0% IN PROPYLENE GLYCOL WITH CHLORBUTANOL 0.5%) re = 


clinically provent CERUMENEX emulsifies and loosens earwax, facilitating its painles 
removal—without irritation or instrumentation—by simple syring- 
ing, flushing, or washing of ear with lukewarm water. 


93.5 PER CENT EXCELLENT 5 
+ effective, convenient, and painless; greatly expedites office proce- 


RESULTS OBTAINEDIN dures and saves time; simplifies routine aural examinations 
SEPARATE CONTROLLED SERIES _ . non-irritating and non-allergenic; well tolerated by patients in 
COMPRISING 785 PATIENTS _ all ages 


(ALL AGES) WITH EXCESS OR ° helps relieve symptoms of itching, pain, autophony, impairec 
hearing, a sense of fullness, tinnitus and vertigo, if due to excessive 
IMPACTED CERUMEN cerymen 


« hygroscopic — helps absorb aqueous transudates 


a specially-prepared water soluble agent specifically for facilitating, 
removal of cerumen 


DIRECTIONS FOR USE: Fill ear canal with CERUMENEX. Insert cotton plug and allow to remain overnight. (In som 
patients 15 to 20 minutes may be sufficient.) Then, gently flush or wash ear with soft rubber syringe using lukewarn 
water (avoid excessive pressure). If a second application is necessary in unusually hard impactions, repeat dosage ant 
allow again to remain in situ overnight; then, repeat cleansing procedure. supPLY: 15 cc. bottle, packaged wit! 
cellophane wrapped blunt-end ear dropper. * BRAND OF TRIETHANOLAMINE POLYPEPTIDE OLEATE-CONDENSATE U.S. AND FOREIGN PATENTS PENDIN 


+COMPLETE INFORMATION AVAILABLE UPON REQUEST TO THE MEDICAL DIRECTOR 


Rurdue: Ya DEDICATED TO PHYSICIAN AND PATIENT SINCE 189 
NEW YORK 14, N.Y. | TORONTO 1, ONTARI 


© Copyright 1958, The Purdue Frederick Company 
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for dramatic relief of penicillin reactions— 


early treatment with 


(NEUTRALIZES PENICILLIN) 


NEUTRAPEN 


(Penicillinase Injectable,* SchenLabs) 


the only specific for penicillin reactions 


*‘Penicillinase [Neutrapen] should be given as soon as possible 
after onset of symptoms.” 
(M. C. Zimmerman — Antibiotics Annual, 1957-58) 


@ effective in 97% of cases! 
@ acts within an hour, lasts up to a week?.3 
@ one injection sufficient in 80% of cases! 
@ itching abates promptly‘ 

@ most reactions clear in 12 to 96 hours! 
@ well tolerated!-* 


@ may be lifesaving in certain anaphylactoid reactions®.” 


Obscure sources —even cases with no history of penicillin therapy respond 
to NEUTRAPEN if the reaction has been caused by penicillin from sources 

such as milk, Roquefort or Bleu cheese, or penicillin-containing vaccines.” 
NEUTRAPEN —800,000 units I. M.— should be given as soon as symptoms 
appear. May be repeated on the third day if response is not satisfactory. 

In anaphylactic reactions, epinephrine should be given and other supportive 
measures should be instituted immediately, followed by 800,000 units 

of NEUTRAPEN I. V. and 800,000 units I. M. 

contraindications: None. side effects: Occasionally transient local 

soreness, erythema, and edema; rarely, transitory chills and fever. 

supplied : 800,000-unit, single-dose vials of lyophilized penicillinase 

powder. Stable at room temperature in the dry state. 


254:952, 1956. (3) Chen, J. Y. P; Bard, J. W., and Balsito, A. A., in Welch, H., 


References: (1) Zimmerman, M. C.: Clin. Med. 5:305, 1958. (2) Becker, R. M.: New England J. Med. 


and Marti-Ibafiez, F.: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 


1958, p. 321. (4) Minno, A. M., and Davis, G. M.: J.A.M.A. 165:222 (Sept. 21), 1957. 

(5) Zimmerman, M. C., in Welch, H., and Marti-Ibafiez, F: Antibiotics Annual 1957-1958, 
New York, Medical Encyclopedia, Inc., 1958, p. 312. (6) Becker, R. M.: Ann. Int. Med. 
48:1228, 1958. (7) Becker, R. M., in Welch, H., and Marti-Ibaiiez, F: Antibiotics Annual 
1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 310. (8) Davis, G. M.: 
Discussion, Antibiotics Symposium, Washington, D. C., October 3, 1957. 

(9) Zimmerman, M. C.: J.A.M.A. 167 :1807 (Aug. 9), 1958. 


Or. M. REG. U.S. PAT. OFF. * PATENTS PENDING seose 


ScHEnLass PHaRMaceuTicats, Inc., New Yorx 1, N. Y. 
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The 3 grades of BRASIVOL 
permit a logical 3-step 
course of therapy: 


Mild abrasion 
tor 2-4 weeks with 


BRASIVOL 
FINE 


More 
vigorous abrasion 
for 2-4 weeks with 


BRASIVOL 
MEDIUM 


BRASIVOL introduces a new concept in the treat- 
ment of acne: prolonged superficial abrasion 
precisely adjustable to the patient's progress. Ten 
years of clinical studies in over a thousand acne 
patients have demonstrated the success of con- 
tinuous abrasion in maintaining patency of the 
sebaceous ducts by gentle desquamation, thereby 
reducing comedones, papules, pustules and cysts, 
and minimizing post-acne scarring. 


BRASIVOL contains non-silicon abrasives (fused 
synthetic aluminum oxide) of carefully selected 
particle sizes and in appropriate ratios, with 
hexachlorophene 1.0%, in a specially formulated 
base of soap and synthetic detergent. 


1. Saperstein, R. B.: Presented at 107th annual 


meeting of American Medical Assn., San Francisco, 
Calif., June 23-27, 1958. 


SUPPLIED: 
Jars of Brasivol Fine 6 02.; Brasivol Medium 6% 0z.; 
Brasivol Rough 7 oz. 


Brasivol 


Maintenance 
treatment for as 
long as needed with 


BRASIVOL 


_ GRADED ABRASIVE CLEANSER FOR ACNE 


Write for samples and informational literature 


STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


Canadian representatives: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


FOUNDED 1847 STI E FE L 
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Kenacort with its unsurpassed antiallergic, anti-inflammatory and antipruritic activity quickly alleviates 
the itching, erythema, and irritation in most inflammatory skin conditions. 


The table shows the effectiveness of relatively small doses of triamcinolone (Kenacort) in the treatment 


of some common dermatoses. 


Summary of Clinical Effects of Triamcinolone on Dermatoses in Fifty-one Patients.’ 


TYPE OF LESION HELPED, NO. NOT HELPED, NO. 


Chronic eczematous eruptions, including atopy 14 
Localized neurodermatitis 
Contact dermatitis 
Seborrheic dermatitis 
Alopecia areata 


In psoriasis, Kenacort should be reserved for those patients suffering from acute, extending or severe 
chronic forms of the disease. The authors report prompt and dramatic relief in 36 of 60 such patients treated 
with 12-16 mg. per day. 


Kenacort is indicated in the treatment of dermatoses, asthma, allergies and arthritis — 


with a low incidence of gastric disturbance 1.258 
without salt and water retention '# 
with no potassium loss 4 # 
without unnatural psychic stimulation '.25 
with no adverse effect on blood pressure 1.2.45? 
on a low daily dosage range '.2.6) 

Squibb Triamcinolone 


Supply: Scored tablets of 1 mg. and 2 mg.—bottles of 50. Scored tablets of 4 mg.—bottles of 30 and 100. 


1. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: J.A.M.A. 167:959 (June 21) 1958. 2. Sherwood, H., and Cooke, R.A.: J. Allergy 28:97 
(March). 1957. 3. Boland, E.W.: Geriatrics 13:190 (March) 1958. 4, Hellman, L., and others: A.M.A. J. Dis. Child. 94:437 (Oct.) 1957. 
5. Hartung, E.F.: J.A.M.A. 167:973 (June 21) 1958. 6. Feinberg, S.M.; Feinberg, A.R., and Fisherman, E.W.: J.A.M.A. 167:58 (May 3) 
1958. 7. Friedlaender, S., and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 1958. 8. Dubois, E.L.: J.A.M.A. 167:1590 
(July 26) 1958. 


Squibb Quality — the Priceless Ingredient 
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References: 

1. Boland, E. W.: California Med. 
88:417 (June) 1958. 2. Bunim, J. J., et 
al.: Arthr. & Rheum. 1:313 (Aug.) 1958 
3. Boland, E. W., and Headley, N. E.: 
Paper read before the Am. Rheum. 
Assoc., June 21, 1958, San Francisco, 
Calif. 4. Bunim, J. J., et al.: Paper read 
before the Am. Rheum. Assoc., 

June 21, 1958, San Francisco, Calif. 


in anti-inflammatory potency 


DECADRON “‘possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,’"' and is 

“the most potent steroid thus far synthesized.’’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more 

potent than prednisone; 28 times more potent than 
hydrocortisone; and 35 times more potent than cortisone. 


in dosage reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.’’? In a number of cases, doses as 

low as 0.5-0.8 mg. proved sufficient for daily maintenance. 
The average maintenance dosage in rheumatoid arthritis 

is about 1.5 mg. daily. 


in avoidance of new side effects 


A minimal incidence of diabetogenic activity, edema, sodium or 
water retention, hypertension, or psychic reactions has been 
noted with DECADRON."'.2,3.4 Other ‘‘classical’’ reactions 

were no more frequent or severe. DECADRON showed no increase 
in ulcerogenic potential, and digestive complaints were rare. 

Nor have there been any new or “‘peculiar’’ side effects, such as 
muscle wasting, leg cramps, weakness, depression, anorexia, 
weight loss, headache, dizziness, tachycardia, or erythema. 


in therapeutic effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 

of the anti-inflammatory activity’’* and antirheumatic potency.* 
Clinically, this was manifested by a higher degree of improvement 
in many patients previously treated with prednisteroids,? 

and by achievement of satisfactory control in an impressive 


number of recalcitrant cases.* * 


in therapeutic range 


More patients can be treated more effectively with DECADRON. 
Its higher anti-inflammatory potency frequently brings 

relief to cases resistant to other steroids. Relative freedom 

from diabetogenic effect in therapeutic dosage permits 
treatment of certain diabetics without an increase in insulin 
requirements. Minimal incidence of hypertension and of sodium 
and fluid retention allows effective therapy of many patients 
with cardiovascular disorders. And a healthy sense of well-being, 
reported by nearly all patients on DECADRON, assures 

excellent patient cooperation. 
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To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 


DOSAGE AND ADMINISTRATION 
With proper adjustment of 
dosage, treatment may ordinarily 
be changed over to DECADRON 
from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of Decadron (dexamethasone) replaces: 


one 4m one 5 mg. one 20 mg. one 25 mg. 
tablet tablet of tablet of tablet of 


methyiprednisolone or | prednisolone or | 
triamcinolone prednisone 


SUPPLIED: 

As 0.75 mg. scored pentagon- 
shaped tablets; also as 0.5 mg. 
tablets, to provide maximal 
individualized flexibility of 
dosage adjustment. 


Detailed literature on DECADRON is available to physicians on request. 
*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 
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a new order of m gnitude in corticosteroid therapy 


The great corticosteroid era opened ten years ago with the introduction of Cortone® (Cortisone). Tod i 
MERCK SHARP & DOHME proudly presents the crowning achievement of the first corticosteroid decade 
DECADRON (dexamethasone) --a new and unique compound, which brings a new order of magnitude to cortic 


steroid therapy. 


treat more patients more effectively 
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DISPERSE! 


A military tactic is added to the 
dermatologist’s armamentarium 


American rebels taught British Redcoats the 
value of dispersing during the Revolutionary 
War. This deployment increased the area one 
man could cover effectively—while decreasing 
the risk. By dispersing their troops, the shrewd 
Yankees successfully harried the rigidly main- 
tained columns of King’s Regulars at every turn. 


Medical science has borrowed this tactic of dis- 
persion to make safer the use of one of derma- 
tology’s most effective weapons—crude coal tar. 
Crude coal tar’s usefulness is undisputed, but 
the high incidence of irritation resulting from 
its use has caused many doctors to prescribe it 
only sparingly, if at all. 

Postulating that the large tar particle size (up 
to 100 microns) in crude coal tar could be 
partially responsible for the irritation, Pflag 
and Zopf (1) discovered the means to reduce 
the tar particles to about 3 microns. Further 
reasoning led Carney and Zopf (2) to believe 
that a lower concentration of this minutely dis- 
persed coal tar would be as effective as the 
commonly prescribed 2% to 5% preparations 
of ordinary tar. Clinical studies upheld their 
theory. Thus, the dispersion of the smaller tar 
particle size in a lower concentration resulted in 
a greatly lowered incidence of irritation with- 
out diminution of its therapeutic effectiveness 
—indeed an important addition to the derma- 
tologist’s armamentarium. 

Dispertar Ointment, made according to the 
Carney and Zopf method, provides 1% coal 
tar and 0.5% polyoxyethylene sorbitan mono- 
laurate (solutar) in an oleaginous base which 
adheres well to the skin, protects against chemi- 
cal and mechanical trauma, is occlusive and 
gives some lubrication. Tests prove Dispertar 
Ointment may be prescribed freely and the 
trend is to its use on active, acute dermatitis. 


For more detailed information and sample of 


DISPERTAR OINTMENT 


write to: 


TEXAS PHARMACAL COMPANY 


San Antonio, Texas 


1. Pflag, S.C. and Zopf, L.C.; Hydrophilic 2. Carney, R.G. and Zopf, L.C.; An Improved 
Forms of Tars, U. S$. Armed Forces M. J. Coal Tar Ointment Using a Surfactant, Arch. 
2:1177-1181 (Aug.) 1951. of Dermat. 72:266-271 (Sept.) 1955. 
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new study confirms 


101 53 
106 


infected wounds 
successfully 
treated with 


Panafil 


OINTMENT 


““...offers the surgeon another... efficient 
approach to the treatment of infected 
surface tesions."'* 


A recent clinical study* has shown PANAFIL Ointment to be 
effective in 101 out of 106 suppurative wounds and ulcera- 
tions involving a variety of bacterial organisms. PANAFIL, 
the only local medication used in these cases, “... produced 
uniformly successful results.” Systemic antibiotics were em- 
ployed only in the more severe infections. 


Three ingredients in PANAFIL produce a continuous cleans-) 
ing-protecting-healing action in the wound: 


Papain —effective debriding enzyme, gently and safely re- 
moves debris and slough detrimental to the healing process. 


Urea — augments the cleansing action of papain, especially 
in encrusted lesions. 


Chlorophy!! derivatives —control inflammation, promote 
the growth of normal, healthy granulations. 


PANaFit Ointment contains papain 10%, urea U.S.P. 10%, and water- 
soluble chlorophyll derivatives 0.5% in a hydrophilic ointment base. 
Available in l-ounce and 4-ounce tubes on prescription only. 


*Miller, J. M.; Godfrey, G. C.; Ginsberg, M., and Papastrat, C. J., in Surgical Service, 
V. A. Hospital, Fort Howard, Maryland: Postgrad. Med. 22 :609, 1957. 


company « Mount Vernon, N. Y. 
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Used by millions for 
regular skin care 
for over 30 years 


@P&G 


Procter & Gamble 
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The following articles from TODAY’S HEALTH are 
now available in pamphlet form. 


ALCOHOLISM IS A DISEASE. A discussion by the Chairman 
of the A.M.A. Committee on Alcoholism. by Marvin A. Block, 
M.D., 8 pages, 15 cents. 

I AM THE WIDOW OF AN ALCOHOLIC. Three articles 
combined. by Virginia Conroy, 16 pages, 20 cents. 

HOW EXPERTS MEASURE DRUNKENNESS. A partial 
transcript of an actual courtroom case. by H. A. Heise, 8 pages, 
15 cents. 

BARBITURATES, BOOZE AND OBITUARIES. A discus- 
sion of the dangers of mixing alcohol and barbiturates. by Donald 
A. Dukelow, 4 pages, 10 cents. 

TWELVE STEPS FOR ALCOHOLICS. A frank discussion of 
the meaning of an alcoholic behavior. by Richard Lake, 6 pages, 
10 cents. 


These articles are available in one pamphlet for 50c 


ALCOHOLICS ANONYMOUS. Written from the standpoint 
of a member, the basic treatment procedures are described and the 
psychological problems confronting the alcoholic are discussed. 
ALCOHOL AND CIRRHOSIS OF THE LIVER. Relationship 
between alcohol, diet and cirrhosis. Increasing stress on nutri- 
tional differences. by Russell S. Boles. 

HOW TO HELP A PROBLEM DRINKER. Understanding the 
alcoholic’s capabilities, the necessity of help, causes of his con- 
dition. by Edward A. Strecker and Francis T. Chambers, Jr. 
THE TREATMENT OF ALCOHOLISM. Tracing the steps from 
convincing the alcoholic that he is sick through treatment and 
cure. by Lewis Inman Sharp. 

CONDITIONED REFLEX TREATMENT OF CHRONIC 
ALCOHOLISM. Its place among methods of treatment today, 
its development and correlation with personality factors. by 
Walter L. Voegtlin. 

INSTITUTIONAL FACILITIES FOR THE TREATMENT OF 
ALCOHOLISM. Comparative differences, in drinking, with the 
last century, new establishments and methuvds of treatment, lack 
of trained personnel. by E. H. L. Corwin. 
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WHETHER DANDRVFF IS: 


an incidental finding 


a presenting complaint 


a resistant case 


apsebon 


% CADMIUM SULFIDE SUSPENSION 


effectively 


controls the dandruff and the 
seborrheic condition. Thus 

it relieves the patient of 
discomfort and embarrassment 
while it cleanses and 

grooms the hair. 
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Capsebon 


a cosmetic, therapeutic shampoo that 
your patients won’t complain about 


“No instances of primary irritation 

or sensitivity reactions were 

encountered . 

**Toxic or ollers c reactions 
tolerated were absent. 


“Of -four patients treated 
for seborrheic problems in the scalp 
_ seventy nine obtained g 
effective to excellent results.”! 
“A new preparation containing 1% 
cadmium sulfide was used in the 
treatment of 300 patients with 
seborrheic dermatitis of the scalp. 
80.7% of these patients were 
improved after being treated.’’ 


“This product is remarkably well 
excellent, foamy shampoo, free m 

cosmetically any objectionable odor. . . an 

acceptable elegant shampoo.”* note: 

“After shampooing with cadmium ' 
the hair appeared to If you are treating a 
adequately cleansed, was soft, and no : : 
unpleasant odor was noted . . Most patient for 
patients found the preparation may we suggest that you 
cosmetically acceptable... .’” prescribe Capsebon to 


clear up associated seb- 
orrhea oleosa capitis.‘ 


references: 1. Kirby, W. L.: Preliminary and short report. Cad- 
mium sulfide suspension in seborrhea capitis. J. Invest. Dermat. 29:159 
(Sept.) 1957. 2. Stough, D. B.; Lewis, R. A.; Farmer, B. L.; Osment, L. S., 
and Noojin, R. O.: New beneficial agents in the treatment of acne vulgaris 
and seborrheic dermatitis. Postgraduate Medicine. In press. 3. Mullins, 
J. F., and Barnett, J. R.: Cadmium shampoo treatment of seborrheic 
dermatitis. Texas J. Med. 53:640 (Aug.) 1957. 4. Reports in the Pitman- 
Moore Research Files, to be published. 


PITMAN-MOORE COMPANY 


DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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Her hopes are in his hands 


The beauty-hungry woman who comes to her 
dermatologist for skin planing puts her highest 
hopes, her deepest yearnings in his hands. He 
in turn justifies her trust with his patiently-ac- 
quired skill, his astute use of proved technique. 


Gebauer’s Fluro-Ethyl—a solution of Ethyl 


() Gebauer’s Ethyl Chloride in new Dispenseal 
amber glass. 2) Metal tube for doctor’s emer- 
gency kit. 3) Fluro-Ethyl in the aerosol container. 


CHEMICAL 


Chloride (25%) and Dichloro-Tetrafluoro-Ethane 
(75%) is unsurpassed as a refrigerant for surgical 
skin planing. Dermatologists report it is more ef- 
ficient than Freon alone. Non-flammable, requires 
no blower, permits complete control of depth and 
area to be refrigerated. Gebauer Chemical Co., 
9410 St. Catherine Avenue, Cleveland 4, Ohio. 


AUER 


COMPANY 


> 
| 
i 


TRADEMARK 


SEBASUM is effective as an aid in treating Acne. 
A pleasantly scented solution containing 
polysorbate 80, U.S.P., alcohol and acetone, 
SEBASUM removes excess oils from the skin, 
penetrating the sebaceous follicles through the 
action of its emulsifying and cleansing agents. 
Widely used in treating Acne and other seborrheic 
conditions, SEBASUM prepares the skin for 
supplemental therapy, if indicated. SEBASUM 

is well tolerated. It is pleasant and comforting 
to the patient. SEBASUM evaporates readily and 
will not stain or leave greasy residuals. 


SEBASUM is packaged in attractive four 
fluidounce and pint bottles. 


Ask your pharmacist to stock 
SEBASUM for your prescriptions. 


Additional literature and samples sent on request. 
SUMMERS LABORATORIES 


INCORPORATED 
AMBLER, PENNSYLVANIA 


THE MENACE OF ALLERGIES 


WHAT WE KNOW ABOUT ALLERGY 

by Louis Tuft, 12 pages, 15 cents 

HOUSE DUST ALLERGY 

by Karl D. Figley, 8 pages, 15 cents 

FOOD ALLERGY 

by Samuel M. Feinberg, M.D., 6 pages, 10 cents 
SKIN ALLERGY 

by Samuel M. Feinberg, M.D., 6 pages, 10 cents 
ASTHMA AND HAY FEVER 

by Samuel M. Feinberg, M.D,, 6 pages, 10 cents 
RAGWEED AND HAY FEVER 

by Oren C. Durham, 2 pages, 5 cents 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street @ Chicago 10 @ Illinois 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 


announces the following 
full-time postgraduate course 


SEMINAR IN DERMATOLOGY 
AND SYPHILOLOGY 
(FOR GENERAL PHYSICIANS) 
FEBRUARY 16-20, 1959 


The latest accepted methods in the diagnosis and 
therapy of the following dermatoses are included: 
precancers and cancers of the skin; acne vulgaris; 
various forms of eczema; industrial dermatoses; warts; 
scars and birthmarks; fungous infections; bacterial 
and viral infections of the skin; psoriasis; allergic 
dermatoses; baldness and excessive hair; syphilis in all 
stages. 

The use of special modalities is taught, including: 
corticosteroid and other hormones, vitamins, anti- 
biotics, and antihistaminics. 

Given under the direction of Professor Marion B. 
Sulzberger. Maximum class 20. Tuition $100. 


For further information: 

Office of the Associate Dean 
New York University Post-Graduate 
Medical School 
550 First Avenue @ New York 16, N. Y. 


if 
Of i 
interest to you 
and your patients 


Many individuals with dry skin experience bothersome 

itching and burning of the skin after bathing. This discomfort 
generally worsens whenever the humidity of the air is low, 
particularly during the winter months. Ordinarily, relief is 
obtained only through the application of some lubricant to the 
entire body. 


After-bath pruritis often can be more conveniently controlled 
by the use of a small amount of a readily dispersible fixed 
oil in the bath water. The thin film of oil which is deposited 
over the entire body while bathing usually brings relief. 


Y= J 
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LUBATH, a new dermatologic pharmaceutical, is a highly refined 
cottonseed oil made dispersible in hard or soft water by the 
addition of a non-irritating and non-ionic surfactant. 

It is lightly scented with one of the new standardized perfume 
oils', thus affording your patients maximum protection from 
perfume sensitization. 

In clinical trials, the use of one tablespoonful of Lubath 

to a tub of water was of definite therapeutic value even 

in areas where the daily relative humidity during the 

winter months is between 10% - 15%. Several 

investigators found it also useful in atopic dermatitis and 
localized neurodermatitis. 


1CHEMODERM®—product of Firmenich, Inc. 
*Trademark applied for. 


TEXAS PHARMACAL COMPANY 
San Antonio, Texas 
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there’s 
nothing 


| 


finer... 


' for safe, sure 
dermatologic 
surgery with 
excellent cosmetic 
results... 


ELECTROSURGICAL UNIT 


You want precision and dependability in an 
electrosurgical unit for specialized skin 
surgery—and you know you have those 
features in the Bovie Unit. 


The Office Bovie, worthy companion to 
the larger Hospital Bovies, gives you the 
same famous Bovie spark-gap cutting and 
coagulation, the same lifetime dependability 
and satisfaction surgeons and specialists 
have come to expect of Bovie Units 


For complete in general. 


literature— The Office Bovie offers a wide range of 
uses in skin surgery involving coagulation, 


without obligation gery i ng ¢ 
fulguration, desiccation, epilation. 


—describing the 
Office Bovie 
send the coupon Medical-Hospital Div., Dept. 8148 


at right. Ritter Company, Inc. 
Rochester 3, N. Y. 


Gentlemen: Please send me, without obliga- 
“ tion, full descriptive literature on the OFFICE 
BovieE Electrosurgical Unit. 


Name 


LIEBEL-FLARSHEIM 


Address.. 
Subsidiary of Ritter Company, Inc. ress 


City-State... 
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FRIGIDERM 


(100%, dichloro-tetrafluoro-ethane...contains no ethyl-chloride) 


SKIN REFRIGERANT-— 


ANESTHETIC 


Widely Accepted for Local Anesthesia 


JET-SPRAY PLANER 
This hand-tooiled, 
precision-built instrument 
with diamond fraises is 
available for most 
standard planing units. 

In ordering, please specify 
make of planing unit. Full 
information on request. 


*A.M.A. Archives of 

Dermatology, April 1955 

Ref.: Wilson, J. W.; Luikari II, R.; 
Ayres III, S., Reprints available 


® REGISTERED TRADE MARK 


in Surgical Planing of the Skin* 


FRIGIDERM has been researched and developed to meet the 
expressed need of physicians for a well tolerated skin refrig- 
erant-anesthetic...non-explosive, non-inflammable... having 
no general anesthetic properties. 

Today, FRIGIDERM is one of the preferred products of its 
kind among Dermatologists everywhere. 

FRIGIDERM quickly produces local anesthesia for surgical 
planing in the treatment of scarring due to acne, chickenpox, 
smallpox and trauma...multiple senile keratoses...fine 
wrinkling...traumatic tattoos. 

Also for incision of furuncles, electrocautery to small 
cutaneous tags, flat warts, or for alleviation of needle pain 
during hypodermic injection. 

This freezing agent can be delivered from the spray-top 
container shown above by easy finger pressure. 


Now in the improved 8 oz. container — $2.00 
Fully guaranteed for satisfactory performance 
Available at your surgical supply dealer 


W.T. BRACHVOGEL 


1723 WEST SEVENTH STREET ¢ DUNKIRK 4-9273 © LOS ANGELES 17. CALIFORNIA 
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CONVENTIONAL UNITS. Glass, oil and bakelite MAXIMAR 100. Beryllium window minimizes absorp- 
absorb soft radiation (gray lines). Unit must operate tion of soft rays. Radiation is concentrated in super- 
at higher voltage, increasing amount of hard radiation ficial layers of tissue with consequent reduction in 
(black) which causes penetration as deep as one cm. percentage of dose received by the deeper tissues. 


up to 84% absorption 
in first 4 mm of tissue 


Quality of radiation—number one in a host of ‘reasons 


the Maximar 100 is unsurpassed. Its versatile range 
extends to 100 kvp, under exact control all the way. 
Operates at high or low intensities with precise or 
broad field coverage — over an 18-cm circle at 30-cm 
focal-skin distance. And its maneuverability makes 
you the fast master of any technic. 

Ask your General Electric x-ray representative for 


an introduction to the Maximar 100. Or you can get 


full data — features and specifications — by writing 


X-Ray Department, General Electric Company, Mil- 
You'll never buy 


better than now 


Progress Our Most Important Product 


GENERAL ELECTRIC 


waukee 1, Wisconsin, for Pub. P-122 


GENERAL GD ELECTRIC 


‘mar 100 cial th 
| G-E Maximar 100 for superficial therapy... > 
> 
3 


After the diagnosis ... 


With many allergies, your work is all but done when the offending 
substance is identified, but cosmetic allergies require another 
step. Not only does your patient need to know what products to 


avoid, but she must also know what preparations she may use. 


Allercreme Cosmetics are very often the perfect answer to the 

problem of cosmetic allergy, for they are hypo-allergenic beauty 

aids that offer a wide margin of safety to your allergic patients. 

This wide margin of safety is not achieved accidentally. Instead it 
exists only because of the meticulous care that is given to the 
formulation and manufacture of every Allercreme Cosmetics. More 
often than not, years are spent developing each Allercreme beauty 
aid before a formula is finally approved. Thereafter, every batch 

of an approved formula is manufactured under an intricate laboratory 
control system that requires repeated tests and checks to assure your 


patients consistent quality from package to package. The same 


thoughtful care is given to the packaging of Allercreme Cosmetics, 
so that your patients may enjoy Allercreme preparations from first 


glance to final application. 


To evaluate the results of these efforts yourself, write today 
for samples and literature. You and your patients will be pleased 
with Allercreme Cosmetics — hypo-allergenic beauty aids that 


are as dependable as the finest pharmaceutical. 


_HYPO-ALLERGENIC 
jed Pharmaceutical Cosmetics Advertised Nationally Only 
TEXAS PHARMACAL COMPANY San Antonio, Texas 
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Affords keratin-dispersing action': Kerato- 
lytic, removes nonviable tissue, promotes 
healing. 

Successful results ranging to complete 
clearing obtained?2-4in patients with: = scalp- 
to-toe psoriasis = psoriasis of many years’ 
duration = psoriasis involving tender areas. 


Treatment-fastness rarely occurs: Recurren- 
ces (when treatment is discontinued) clear 
up again on resumption of therapy. 


Welltolerated: Even when applied to lesions 
in anogenital and submammary regions.? Po- 
tential hazards of other therapies- mercury, 
arsenic, corticosteroids, x-rays-are avoided. 
A noteworthy advance cosmetically: Non- 
greasy, nonstaining; vanishes on application 
to the skin. May be used freely on the scalp. 
Application: Rub into lesions 2 to 4 times 
daily as indicated. Where heavy scaling or 
c,usting occurs, the usual bath, to soften and 


LOTION 


facilitate removal of scale, is recommended 
before applying lotion. 


Residual redness and pigmentation may re- 
main up to several months but will eventually 
disappear. Once the condition is under control, 
daily to weekly application may prove satis- 
factory for maintenance. 


In some cases, a seeming excessive scaling 
and drying may occur during therapy. This 
is an occasional phase of the healing process 
and usually precedes improvement. Patients 
should be advised of this and encouraged to 
continue therapy. 


Formula: Allantoin 2% and special coal tar 
extract 5% in a lotion base. 


Supplied: Bottles of 8 fl. oz. 


(1) Flesch, P: Reported Conf. N. Y. Academy Science May 9, 1958 
(In Press). (2) Bleiberg, J., and Saltzman, J. A.: Clin. Med. 
5:485 (Apr.) 1958. (3) Bleiberg, J.: Reported Conf. N. Y. Academy 
Science May 9, 1958 (In Press). (4) Clyman, S. G.: Reported Conf. 
N. Y. Academy Science May 9, 1958 (In Press). *Trademark 
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PATIENT 


dyclonine hydrochloride 


an unsurpassed topical anesthetic 


for 

instrumentations 

examinations 

pain 

pruritus 

DYCLONE is a well tolerated topical 
anesthetic which is 

fast-acting 

long-acting 

antibacterial 

antifungal 

virtually nonsensitizing 

supply... Dyclone Creme, tubes of 1 0z. with 


rectal applicator. Dyclone Solution, bottles 
of 1 and 8 oz. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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CREME? 


D r a S if A topical preparation confi 
stabilized polythiona 

sentially in the form of tetra: 

pentathionate, equivalent to 


Creme 


already popular 


Dermasulf ‘Solutions 


For relief of acne or wherever topical sulfur is 
indicated: 


* Highly active sulfur in the form of stabilized polythionates. 

* Odorless—not offensive—outstanding patient appeal. 

* Spreads smoothly—evenly—invisibly. 

* Compatible with most cosmetic bases and powders. 

* Therapeutic effects of Dermasulf have been proven for 
nearly a decade. 

HOW SUPPLIED: 

Dermasulf Creme—55 gm. plastic squeeze bottle. 


Dermasulf is also available as 4 stabilized aqueous solution as 
follows: Dermasulf 5%, 2 oz. bottle and Dermasulf 242%, 4 oz. 
bottle. ; 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 


- 


New Brunswick, New Jersey 
Established 1844 
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| -Antipruritic 
IM EXCLUSIVE Bactericidal 

ACID MANTLE 


Protozoacidal 


ACID MANTLE® Stainless tar - diiodohydroxyquinoline 


: 
action 
4 
af 
& infection such as is seen in seborrheic dermatitis, atopic _ es 
dermatitis, contact dermatitis, and neurodermatitis.” 
O2- Gun 2 oz., oz.,20z.,&4.0z. tubes 
109 WEST 64 ST., NEW YORK 23, N.Y. 
In Canada: 2765 Bates Rd., Montreal, P.Q. 
| 
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TRIDE 


Puntitus Patients to Bathe 
in Comfort 


TRIDENOL is a thoroughly effective, clinically desirable, mildly 
scented, new, soothing, preparation for addition to the bath. 
For the relief of patients who suffer from dry skin, and who 
experience itching and burning after bathing. 


TRIDENOL, when added to the bath, leaves a thin film of pure 
olive oil on the skin. This acts as a soothing agent for irritated, 
itching and sensitive skin, and prevents loss of moisture. 


TRIDENOL is highly purified imported olive oil, made dis- 
persible in hard or soft water by means of a non-irritating, 
non-ionic, surfactant, octylphenoxyethanol. 


Supplied: 8 oz. plastic bottles. 
Professional samples available on request. 


Spirt & Co., Ine. 
TRI D E N OL 


Old Alchemic Si 
and Neptune 


n For Olive Oil 
ing of the Sea 


REFERENCE: 
Knox, J. M., Everett, M. A., and Curtis, A. C.: New Uses For 
Surface-Active Agents. A.M.A, Arch. Derm. 74:699-706 (Dec. 1956) 
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A. M. A. 
AMERICAN JOURNAL 
OF 
DISEASES OF 
CHILDREN 


integrate your knowledge— 


subscribe to 


A. M. A. Archives of 
PATHOLOGY 


A. M. A. Archives of 
INTERNAL MEDICINE 


A. M. A. Archives of 
OPHTHALMOLOGY 


A. M. A. Archives of 
OTOLARYNGOLOGY 


For a more complete reference shelf, we 
recommend these related journals. The 
variety of fields covered are especially ap- 
pealing to the general practitioner with 
special interests. Each issue is important 
to your practice. Begin your subscriptions 
TODAY. 


Department (D. C.) 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St. 
Chicago 10, 


Begin my subscription(s) NOW, for: 


soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerine (10%), pH about 4.6 
Antipruritic—permits normal healing. 
Saves preparation time and trouble— 
cannot leak. Costs 4 that of hospital- 
prepared dressings. 


TUCKS provide comfort and conven- 
ience in stasis or decubitus ulcer, local- 
ized eruptions, pruritus ani, vulvitis, 
hemorrhoids, after anorectal surgery or 
episiotomy, or whenever a mild, sooth- 
ing wet dressing or cleansing cloth ts 
indicated. 


| getierous sample of Tucks — enough for several hospital 
patients — compiete and return this card. 


PHARMACEUTICAL COMPANY > 
16, 4 
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Fostex degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 
Completely emulsify excess oil so that 

it is quickly washed off the skin. 


Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 


The Sebulytic base of Fostex dries and 
promotes peeling of the skin. . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


Fostex is for your patients to use 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


FOSTEX CREAM 


for therapeutic washing of 

skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to 
keep skin dry and substantially 
free of comedones. 


WESTWOOD Pharmaceuticals 
_ Division of Foster-Milburn Co. 


468 Dewitt Street + Buffalo 13, New York 
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SLEEP SHOULD MEAN | 
“HOW MUCH DO YOU NEE 
HOW TO PREPARE FOR SLEE 

TEN COMMANDMENTS FO 


for vest and relaxation 


MASTER KEY TO RESTFUL SLUMBER 
by J. E. Gibson 


8 pages, 15 cents 


SO YOU CAN'T SLEEP? 
by P. H. Fluck 


8 pages, 15 cents 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET 
CHICAGO 10, ILLINOIS 


Here are several booklets on mental hygiene 
that may prove of interest and use to you 
and your patients. 


EMOTIONAL HEALTH IN WORK AND PLAY 
T. R. Retlaw, 8 pages, 15 cents 


HYPNOTISM—HUMBUG OR HEALING 
James A. Brussel, 6 pages, 10 cents 


YOUR STAKE IN MENTAL HEALTH 
George S. Stevenson, 4 pages, 10 cents 


THE PSYCHIATRIST Edward Dengrove 
and Doris Kulman, 6 pages, 10 cents 


BOOKLETS ON 
MENTAL HYGIENE 


Keep a supply of these booklets on hand. 


Available at lower cost for quantity pur- 
chases, 


AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street @ Chicago 10 @  Iilinois 


UNSCENTED 


Myristic and lauric acids saponi- 
fied with polyamine alkali to a 
low pH(8), 
polycarboxylic 
with lanolin esters, given extra- 
ordinary solvency with propylene 


with neutralized 


acid, enriched 


glycol. 


Vegetable or mineral tars may 
be added in desired percentage. 


Removes ointments and medica- 
tions gently but thoroughly. 


High foaming, extremely eco- 


nomical in use. 


Tolerated by scalps which shed 
epithelium from overstrong de- 


tergents. 


RETAIL 
PRICE 
$1.50 


BOTTLE 
6 OZ. 


ETHIX CORPORATION 
P. O. Box 115, Inwood 96, L. I., N. Y. 


Se 


nd | oz. sample bottles of ETHIX FORMULA Shampoo 
§ to: 
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coal tar therapy 


that won't 
tarnish the skin 


WRIGHT'S LIQUOR CARBONIS DETERGENS is preferred 
by both physicians and patients because it is virtually odor- 
less and nonstaining, unlike the usual messy, crude coal tar 
preparation. Soothing and antipruritic in action, it helps clear 
or markedly improve a variety of skin lesions. WRIGHT'S 
LIQUOR CARBONIS DETERGENS is effective in psoriasis 
with or without ultraviolet irradiation and in other dermatoses 
is often successful even in refractory cases. It may be painted 
on, or readily incorporated into cosmetically elegant oint- 
ments and lotions. Available in 3-o0z., 8-oz. and 16-oz. bottles. 


PS. Mothers especially like it for children—it won't smear 
after drying. 


E. FOUGERA & COMPANY, INC. 


75 Varick Street, New York 13, N. ¥. = FOUGERA 
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DERMPAK 


Therapeutic Gloves 


For a time-saving and convenient 
method of wet compress therapy 
dermatologists are turning to DERM- 
PAK Therapeutic Gloves when treat- 
ing eczematous processes of the 
hands. 

save DERMPAK Gloves are widely 
es accepted because they not only con- 
+ 1me serve valuable personnel time but 
meet with exceptional acceptance by 

the patient. 
and DERMPAK Gloves are made of 
. 12-ply quilted hospital gauze... 
mo t 10m sterilized before packaging. They 
are durable and may be washed and 


wh ere re-used many times. 
Available, one pair to a sealed 
wet p acks — in small, medium or large 
A free sample glove will be sent 


are on request. 
required... 


7 Minutes to Wrap VS 23 Seconds to DERMPAK 


Actual motion study of Registered ‘ Actual motion study of Registered 
Nurse instructress wrapping hand Nurse instructress putting on and fas- 
with twelve thicknesses of two inch ; tening DERMPAK Therapeutic Glove 
gauze. on hand. 


DERMPAK CORPORATION 
282 East 5th Street e St. Paul, Minnesota 


Manufactured and distributed under license from 
the Minnesota Dermatological Society. 
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normal 


protective 


cove” Norrie) skin 


has an acid pH range 


\. between 4 and 6 


| ACID MANTLE’ 


CREME or LOTION pH 4.2 


In housewives’ eczema and industrial dermatitis, promptly ree 


_ Stores and maintains the normal protective acidity of the skin. 


Active ingredient is aluminum acetate in. formulated 


bases. 


in portance of a measure designed to return the pH of the 


skin quickly to its normal val s after exposure to soap and 2 


lies is amply borne out.. 


109 WEST 64 ST.. NEW YORK 23.N. ve 
665 N- Robertson Blvd., Los Angeles, Calif 


2765 Bates Rd., Montreal, P.| 


Generally recommended for the 
prevention and treatment of 


@ This new, different body powder does 
double duty. It is not only an effective 
preventative and treatment for diaper 
rash but it checks diaper odor due to 
ammonia. Active ingredients are 
benzalkonium chloride and hexachloro- 
phene in a fine powder base. 

Maroc Body Powder is also effective 
as a body deodorant. It is recommended 
as a shaving aid with electric razors. 
Samples on request. 


morse body powder 


MAROC COMPANY ° BOX 590 OAK PARK, ILLINOIS 


{ 
Mantte creme DOME cals luc. 
tubes, 4.07.8 16 07. jars. Cay 
ACID MANTLE Lotion: 1 Ww 
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Here’s a question that will probably hang 


fire as long as we have chickens and 
eggs around. It’s the type of hypothetical 
_— the people at Texas Pharmacal 

ompany amuse themselves with during 
siesta time. 


Take Lubriderm, for instance. What 
makes it one of the best skin lubricants 
money can buy? Naturally, we put only 
the finest materials we can find in this 
product, including cholesterol derivatives 
of lanolin—but we also pour into Lubri- 
derm manufacturing skills that have 
developed from years of research and 
experience. 


It wouldn’t be Lubriderm if we tried to 
save a penny by using something cheap. 
And on the other hand, it certainly 
wouldn’t be Lubriderm either, if we just 
dumped a lot of extra-special ingredients 
into a bottle—stuck a label on it—and 
forgot the whole thing. 


It takes a lot of know-how on the part 
of the hen to provide your breakfast 
eggs. And you can bet your bottom dol- 
lar it takes more than a little know-how 
to combine the best ingredients in the 
world and come up with... 


LUBRIDERM™M 


... for dry skin 


You can easily judge for yourself whether Lubriderm is worth 
all the fuss we go to to make it. Use it yourself or have one of 
your patients give it a whirl. You'll find Lubriderm soothes and 
relieves dry, uncomfortable skin almost as fast as you can rub 
it in. Lubriderm never feels sticky or “smothery”. Lubriderm 
always smooths right in without a greasy film. 

We'll be glad to supply the Lubriderm, of course — just write 
us. If you want a stock size bottle for your own use, be sure to 
say so; otherwise, we'll probably just send samples. 


TEXAS PHARMACAL 


COMPANY 


e SAN ANTONIO, TEXAS 
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FOR EVERY TOPICAL SITUATION 
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EXCELLENT ANTIBIOTIC AND ANTI-INFLAMMATORY COMBINATION FOR INFLAMMATORY AND/OR INFECTIOUS DERMATOSES 


NEO-MAGNACORT 


neomycin and hydrocortamate 10 4 | CAL 0 NTM E NT 


An extraordinary water-soluble dermatologic corticoid, MAGNACORT, 
combined with an outstanding topical antibiotic, neomycin, for 
effective control of inflammatory and/or infectious dermatoses.’ ® 
Improvement or complete cure noted in 88% of a series, including 
many skin disorders notoriously difficult to treat.® 


SUPPLIED: In 1/6-0z. and 1/2-0z. tubes, 0.5% neomycin sulfate and 0.5% hydro- 
cortamate hydrochloride. 


Aiso avaitabie: MAGNACORT® ropica! ointment : in 1/8-02. and 1/2-oz. tubes, 0.5% hydrocortamate hydrochloride. 


1, Howell, C. M., Jr.: Am, 
Pract. & Digest Treat. 
$:1928, 1957. 

2. Frank, L.: A.M.A, Arch. 
Dermat. 75:876, 1957, 

3. Welsh, A. L.: Internat. 
Ree, Med. 169:775, 1956, 

4, Robinson, H. M., Jr., et 
al.: Antibiotic Med, 3:461, 
956. 

5. Janssens, J.: Le Scalpel 
111:69, 1958. 

6. Bereston, E. S.: Clinical 
Review 1:13, 1958, 
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PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc 
Brooklyn 6, New York 


‘ O 0 
02 
9 095209 
O 
| 0O 9s: 
| 
OVO 
O 


=| 


sk 


tive 


eflec 


; > « ve ‘ 


Lowila Emollient is a new, effective skin moisturizer for the treatment of 
dry, scaly skin. It contains an excellent keratin-moisturizing agent Kero- 
hydric®, a crystal-clear, dewaxed oil-soluble fraction derived from lanolin. 


Lowila Emollient moisturizes the skin and promotes retention of moisture. 
When applied to the skin, Lowila Emollient provides a partially-occlusive 
“‘breathing”’ film that: (1) supplies its own water to the dehydrated keratin 
layer, (2) prevents excessive evaporation when the atmosphere is dry, (3) 
allows the skin to absorb water from an atmosphere with normal humidity. 


Lowila Emollient also supplements natural skin oils, restoring the protec- 
tive action of skin lipids lost through effects of water, weather and deter- 
gents. In Lowila Emollient, Kerohydric is dispersed in a lactic acid buffered 
emulsion that restores and maintains normal skin acidity. 


Indications 

For dryness, flaking and scaling following 
therapy of acute inflammation 

Dermatitis of the hands (“‘Housewives’ 2czema’’) 

In chronic atopic dermatitis 

Pruritus senilis— pruritus hiemalis 

In nummular dermatitis 

In psoriasis 

Xerosis or asteatosis 

Sunburn 

Diaper rash 

Chafed or chapped skin 

Ichthyosis 
Caution: Lowila Emollient is partially occlusive. 
Therefore it should not be used until the 
skin is free of inflammation. 

Application: 

Gently rub a small amount into affected 

areas three or more times a day and at 

bedtime. Use particularly after exposure 

to water, soap and detergents. 


Availability: 
Lowila Emollient is supplied in 
62.5 gram tubes. 


WESTWOOD PHARMACEUTICALS 
Division of Foster-Miiburn Company 
Buffalo 13, New York 
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PYODERMAS 


OINTMENT 


In a recent study' of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment “*. . . resulted in a 
cure rate of 88%...."' Impetigo, in- 
fectious eczematoid dermatitis, atopic 
eczema, secondary infections superim- 
posed on dermatitis venenata, and 
folliculitis were among the common skin 
infections that showed marked improve- 
ment with BACIMYCIN therapy. 


BACIMYCIN rarely produces sensitization 
or primary irritation. 

Supplied in 2 oz. tubes for prescrip- 
tions; in 100 gm. jars for hospital use; 
in Ys oz. tubes for ophthalmic use. Also 
supplied as BACIMYCIN with Hydrocorti- 
sone, Ye oz. tube with applicator tip. 

Literature and samples on request. 


1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. 
Arch. Dermat. & Syph. 69:366 (March) 1954. 


LABORATORIES, INC. MOUNT VERNON, NEW YORK 
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CULTURE MEDIA 
AVAILABLE 


Mycosel Agar 


Sabouraud’s 
Dextrose Agar 


Sabouraud’s 
Maltose Agar 


Corn Meal Agar 
Potato Dextrose Agar 


Sabouraud’s Dextrose 
with Penicillin 


Sabouraud’s Dextrose 
with Streptomycin 


Chlamydospore Agar 
Littman’s Oxgall Agar 


“It is considerably 
cheaper to use these 
bottles once and dis- 
card them than to pay 
the labor cost of re- 
conditioning an equal 
number of test tubes.” 
... Practical Medical Mycology 
By J. Walter Wilson, M.D. 
and Orda A. Plunkett, Ph.D. 
ArchD & S 59:414, April 1949 


A PREFERRED METHOD 
for the CULTURE of FUNGI 
as an OFFICE PROCEDURE 


WRITE FOR Derm MEDICAL Sterile Glass Containers holding 
PHPORMATIVE Sabouraud’s Dextrose Agar offer a simple, accurate 
eee method for the culture of fungi pathogenic to man. 
When indicated for diagnosis and study of 
mycotic diseases, can be used as a routine 
office procedure. For institutional use, this 
method has proved both efficient and economical. 


Derm Medical 


Manufacturers of CEnllune Medlin Caonlacners 
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DEPT. ‘‘bD’’, P.O. BOX 78595 « WEST ADAMS STATION : LOS ANGELES 16, CALIF. 
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